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Editorial 





THE FIRST REPORT —W.H.O. EXPERT 
COMMITTEE ON HEALTH EDUCATION 
OF THE PUBLIC 


Tue first report of the Expert Committee of W.H.O. on Health 
Education of the Public has been approved by the Executive 
Board and will shortly be published. 

An attempt has been made to outline the aims and general philo- 
sophy of the subject, while at the same time giving general guidance 
on such practical subjects as Evaluation, Planning, Selection of 
Methods and Media, and Training of Personnel. 

The international group which met for a week in Paris during 
December 1953, and considered the numerous papers submitted 
by workers from ail over the world, had to think of the needs of both 
highly organised communities and those in which medical and 
educational services are rudimentary. Bearing in mind the vasi 
differences in cultural background which exist between country and 
country—a factor which affects health education perhaps more 
than any other subject on which W.H.O. has published an expert 
report—the Organisation is to be congratulated on providing the 
opportunity for this preliminary general study. 

The main aims of health education, the report states, are (1) to 
make health in its widest sense a valued community asset ; (2) to 
help individuals to become competent in carrying out those activi- 
ties in the health field which they must undertake for themselves 
and their families ; and (3) to promote the development of and 
proper use of health services. ‘These aims, simple enough in them- 
selves, have the widest implications foc the future of social and health 
administration, as the committee goes on to explore. 

Particular emphasis is laid throughout on the role of the public 
as individuals and groups who are the “consumers”? of health 
education, and it is this philosophical weighting which is perhaps 
the most important contribution the report has to make. As a 
result of this point of view, the long-neglected field of studies in 
local conditions, covering the beliefs, customs and socio-economic 
life of the local community, as a preliminary to health education 
planning, is constantly stressed. The use of a wide variety of skilled 
personnel, such as cultural anthropologists and agronomists, 
hitherto unfamiliar in the purlieus of most health departments, is 
implied : the reorientation of the approach of existing health 
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personnel towards the public would also be essential if the aim of 
doing things with people rather than for them is to become a reality. 
This emphasis on what can only be called local research on the 
part of health departments, and public participation in health 
programmes, is already accepted in several areas, but it is still an 
exceptional rather than a routine activity. The only danger of 
this emphasis is that health workers may get the impression that 
health education is too delicate and difficult a field for them to 
enter and will be deterred from making a start. The other sections 
of the report do give encouragement in this direction and, though 
bearing out the necessity for the serious and scientific approach to 
the subject, leave one with the strong feeling that health education 
in the second century of public health is pioneering a new era in 
social and preventive medicine 





The National Baby Welfare Council has announced the following 
awards of the Council’s Shields and trophies for the year 1954 : 


1. THe Witiiam Harpy SuHie_p to be awarded to the City of 
Glasgow for work in connection with B.C.G. vaccination of 13- 
year-old children 


2. Tue Astor Suietp to the Royal Throat, Nose. and Ear 
Hospital for pioneer work in connection with deaf children and 
their mothers 


3. ‘THe Gwen Gerren Rose Bow to University College Hospital 
for pioneer work on the mother and baby as a single unit 


4. THE KerrerinG SHIELD to the County Borough of Rotherham 
for the Children’s Nursing Unit and liaison between the local 


health authority and the general practitioner. 


5. THe Noran Marcu Tropny to Tottenham Borough Council, 
for pioneer work carried out during the early vears of the century. 


110 








GROUP PSYCHOTHERAPY 





By E. J. ANTHONY, M.D., D.P.M- 


Senior Lecturer in Child Psychiatry, Institute of Psychiatry, London. 





Ir is only within the last two decades that this revolutionary 
method of psychotherapy has made its appearance in the clinical 
world. It seemed at first glance to run counter to the traditional 
belief, both of doctor and patient, in the privacy of the doctor 
patient relationship. Nevertheless it faithfully reflected the new 
spirit of the times. The present era had brought with it, not only a 
general mitigation of prudery in its many varied forms, but also an 
increasing awareness of the importance of the group in the life of the 
individual. By recognising and incorporating these facts, group 
psychotherapy has rapidly secured for itself an established position 
among the psychological treatment methods of to-day. Within the 
space of a few years, it has come to play a central and essential role 
in the organisation of out-patient departments of psychiatric 
clinics, 

The idea that the group could cure mental disturbances rose out 
of the belief that the group prevented their occurrence. The solitary 
man becomes an insane man, and the insane man walks alone. 
However, to place the insane in conglomerations within institutional 
walls is not therapeutic. ‘These again are the bad groups, in which 
what Mr. Gillespie! calls ‘‘ authentic personal communication ”’ is 
lost. It is only recently that the hospitals have become aware of the 
spontaneously therapeutic small groups and have begun to use 
them. 

In its earlier days group psychotherapy catered especially for the 
quiet, shy, asocial and solitary types, thinking of itself mainly as a 
social experience, supplying something that was lacking. We know 
now that it is not so simple, and that the reciprocal relationship 
between individual and group tends to create as many problems 
of adjustment (by the sheer complexity of the interactions) as it 
solves. 

It was not surprising that the non-therapeutic small group 
occasionally proved too hazardous for certain individuals, especially 
those that had developed a neurosis. Such social groups are not 
prepared or equipped to tolerate pathological expressions of anxiety 
or aggression. ‘The neurotic individuals require a group that will 
accept them and their social failings. For them, the psychothera- 
peutic group was created to play a transitional role between the 
alienated individual and the community. 


' Health Education Journal, July, 1953; p. 140. 
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The Psychotherapeutic Group 


It is an indeterminate type of group organisation, which cannot 
properly be included within categories of training, interesting or 
working, with which the majority of previous articles! have been 
concerned. ‘The circumstances that bring its members together 
do not belong to the experiences of everyday life. The psycho- 
therapist convenes them on the basis of selection that has little to 
do with the groupings in the general population. 

The group meets without a common aim or task save the nebulous 
one of “‘ getting better ’’. Talking is the only occupation. The 
patients come as strangers to one another. They obtain no help 
from a common past and there is little likelihood of a common future. 
Yet during their months of treatment, the members are held 
together by a situation, spontaneously engendering its own powerful 
motivations, its own standards of communication, and its own code 
of behaviour. It becomes and remains a group for deep therapeutic 
needs that do not exist outside the specific situation of treatment, 
and when these needs cease to exist, the group ceases to exist. 

What then is the nature of this special situation ? In what senses 
is it the same, and in what senses different from the other groups 
that have been described ? 


Like every other social situation, the elements of this situation 


(seen most clearly and characteristically in group analysis) can be 


assorted conveniently under the headings of structure, process and 
content. 


Structure: The Group 


The group psychotherapeutic situation is a well-defined (but not 
standardised) situation, that is, at the same time, flexible, spon- 
taneous and informal. Certain arrangements have come to mean, 
with growing experience, a better therapeutic milieu. 

It seats its members in a small face-to-face circle, so that those 
highly expressive parts of the body—the eyes, mouth, hands and 
legs—are included within the general process of communication, 
Seating is left to individual choice and may sometimes reflect the 
nature of the relationships existing at the time. Such trivial details 
often express alterations in emotional groupings long before they 
reach a stage of verbal formulation. There are six to nine members 
on an average and they generally meet once a week for about one 
and a half hours. The total duration of treatment depends very 
much on whether the group is strictly closed to new admissions or 
whether some sort of turn-over is permitted. ‘The “ closed ”’ type 
is the more intensive and lasts, on an average, eighteen months, 
although excellent results may be obtained within a year. The 
‘*‘ open ”’ type usually runs for two to three years. 

1 Health Education Journal, July 1953 and January 1954. 
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Wise selection of patients is more than half the battle. The general 
principle aims at avoiding the artificial isolation of any one member 
on grounds of age, sex, intelligence, social, educational or religious 
background, etc. This ‘“‘ matching’ furnishes the group with its 
common matrix of experience. It is characteristic of therapeutic 
groups that they start off with an acute awareness of differences and 
only later discover—and it is in the nature of a major therapeutic 
discovery—the range of similarities. The primary classification is 
followed by further selection leading either to the creation of a 
homogeneous group in respect to symptoms, personalities or tem- 
peraments, or to a heterogeneous group in which complementary 
types are blended together judiciously to achieve a well-balanced 
mixture. The more intensive therapeutic experiences occur in the 
closed, homogeneous types of groups. 

So far we have concerned ourselves with the material arrange- 
ments that go to the making of this very special situation, but the 
psychological ‘‘ atmosphere ”’ is of even greater importance. First, 
there is the family resemblance, in this respect, to the other groups 
that have been dealt with. Essentially they are all permissive 
and non-authoritarian, and cultivate “ free’’ discussion, Then 
there is the ‘ chairman ”’ who tries to keep as much as possible in 
the background. Finally, all the groups, even the most educa- 
tionally orientated, agree that learning—whether in the acquiring 
of knowledge or of ‘‘ insight ’’—is also an emotional experience, 
and that intellectual assumptions are steeped in history that often 
reaches down into the deepest recesses of the personality. As 
Piaget has pointed out, the intellectual ‘“‘ unconscious’? can be 
said to have its own ‘‘ complexes ’’, the origins of which may be 
very much “repressed ’’ and not at all susceptible to intellectual 
analysis of the usual sort. ‘The basic premise of the paranoiac is 
false, but the system of logical deductions leading from it are often 
flawless. No amount of intellectual analysis in a classroom can hope 
to refute the primary conviction which belongs to his emotional life. 
Put him in a therapeutic group, however (as has been done at the 
Maudsley Hospital) and the foundations of his mad ‘ assumptive 
world ”’ begin to look less secure. The measure of what is normal 
begins in the group, and the group as a whole approximates, in its 
attitudes and standards, nearer the normal than its individual 
members. 

It cannot be said that neurotic assumptions are more or less 
difficult to correct than intellectual ones since they may spring from 
the same source. At certain levels of experience, categories of 
“true”? or “ false’’, “‘ good”? or “ bad’’, ‘* pleasant’ or “‘ un- 
pleasant ’’’ may not be so easily separated from each other, and 
apparently clear dichotomies of ‘right’? and “‘ wrong’’ may 
merge into each other. Understanding and feeling should go 
together in the “‘ corrective emotional experience ”’. 
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So far, then, it would seem that a situation with approximately 
the same structure can be used in curing intellectual or neurotic 
assumptions. But there the similarity almost comes to an end, and 
we will now discuss some of the more striking differences. These 
concern the permissiveness of the atmosphere, the freeness of the 
discussion, and the expression of hostile feelings directed against 
other group members. 

Dr. Burton mentions the anxiety that marches attendant on 
freedom and permissiveness, and he speaks of the “ infinite per- 
missiveness ’’ of the psychotherapeutic group’. Individuals coming 
from authoritarian surroundings may find such permissiveness 
intolerable and may at once set themselves their first group task of 
creating explicit and acceptable rules and regulations. In this 
they obtain little assistance from the conductor. Instead he con- 
fronts them with a complete lack of instruction on procedure, topic 
or programme. ‘The leader refuses to lead and sits camouflaged as a 
member of the circle. The tension inevitably rises and may be 
further aggravated by uncomfortable silences. The group begins 
to learn something of the conductor’s function. Looking to him for 
guidance, they find him, on the contrary, looking expectantly to 
them. He is waiting, apparently, for them to discover their thera- 
peutic function. ‘They learn, to their surprise and consternation, 
that they are the therapists and that they are there to cure them- 
selves, and that there are no well-defined lines between physician 


and patient. Each member plays to a varying extent a dual role, 
and he re-discovers operationally the home-spun truth, that in 
helping others, he best helps himself. He sees himself in the others 
and he sees himself as others see him. His image of himself, distorted 
by many chronic self-illusions, comes into a more correct per- 


spective. 


The Conductor 


The conductor’s job is to select his patients, bring them together, 
and establish the special group “climate ’’ that will allow the 
therapeutic process to develop spontaneously. In so doing he 
transforms a motley collection of strangers into a subtle and effective 
instrument of therapy, and he does it with as little interference with 
the dynamic life of the group as possible. He remains an essential 
but background figure to the end. He places himself at the service 
of the group and allows himself to be manipulated by it in its 
dynamic strivings. He uses interpretations sparingly, preferring to 
let the group interpret itself. He may find himself more active in 
this respect when the members are in a phase of stubborn resistance 
or when some significant sub-grouping or role-playing activity is pass- 
ing unnoticed in the group. More rarely he may consider it necessary 

1 Health Education Journal, July 1953, p. 110. 
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to interpret an individual “ transference ’’ relationship, but on the 
whole, he tends to avoid the analysis of infantile data. The analytic 
method is directed more towards the exploration of current conflicts 
as they effect the group situation. Such analysis provokes a great 
deal of anxiety, and the therapist’s aim is to keep the tension in the 
group at a level at which it is stimulating and therapeutic but not 
disruptive. Unlike other social groups, integration is not sought as 
an end in itself, although some degree of integration naturally occurs 
in every therapeutic group. 

The “ freedom to speak their minds” is acted upon differently 
at different stages of the group treatment. The attitude of the 
conductor governs the standard of disclosure and sets the proper 
atmosphere. The members, however, bring in with them the 
standards of the culture to which they belong, and psychopathic 
though they themselves might be, their ideas of right and wrong are 
those acceptable to their normal environment. Under the guidance 
of the conductor they gradually abandon their preconceptions and 
become increasingly frank and direct. At one end of the scale the 
talk merges into the “ free association ’’ of psychoanalysis, and at 
the other end it sounds like the “‘ free discussion or conversation ”’ 
described in other articles. Between these there is a type of 
discussion peculiar to group analysis, which has been aptly 
labelled ‘“‘ free-floating discussion’’, This characteristic verbal 
communication is fed on the chains of associated ideas which arise 
from time to time in the group. 

When the group has really got going, there is a free interchange 
of sexual and aggressive material. Critical and hostile views are 
cpenly expressed. When Schopenhauer likened the human group 
to a collection of hedgehogs huddling together for warmth, he 
recognised the inevitable concomitance of love and hate reactions 
and the uneasy equilibrium that is achieved between the nte- 
grating and disrupting forces. In the groups discussed in other 
articles, such negative expressions are not encouraged. Mrs, 
Kelber sees the danger of unleashing them in her reminiscing 
groups,' and this is perfectly understandable in the light of her 
purpose. The group psychotherapist is there to winkle out all overt 
and covert hostility and turn it to constructive and therapeutic use 
within the group. 


Process 


Here, generically, is implied the therapeutic process, which is the 
dynamic counterpart of the therapeutic structure. The term 
embraces such basic processes as interaction, communication, and 
the movement towards independence and self-reliance. All such 


' Magda Kelber: Spontaneous Group Conversation, Health Education Journal, 
July 1953- 
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processes may be manifest and open or latent and hidden, to be 
made manifest only by careful analysis. 

The therapeutic process may be supportive or analytic. All 
groups in life that persist over a period of time offer their members 
emotional support in the forms of help, encouragement, acceptance 
and reassurance. It is the first therapeutic function that the group 
takes over from the therapist. The group also provides a forum for 
the interchange of ideas and a confessional for working off feelings 
of guilt. The tolerance with which each and every contribution is 
received leads in time to a softening of the rigid judging and 
censuring mechanisms of the neurotic patient. 

The analytic process aims at the uncovering and location within 
the group of unconscious sexual or hostile disturbances. Such 
disturbances may lead to the formation of patterns of relationships, 
and the analysis of such configurations in all their ramifications 
may disclose typical group formations of the scapegoat, leadership 
rivalry, subgrouping and so on. 


Dependency 


The problem of dependency lies at the very centre of the group 
therapeutic process. The “ natural history ’’ of any therapeutic 
group shows a very characteristic evolution with respect to the 
dependency situation. 

The very fact of being a patient signifies a certain degree of 
dependence, and when the patient enters the group he immediately 
and understandably focuses his attitude of dependence on to the 
conductor. The latter represents a figure of authority invested, on 
the manifest level, with the aura of the expert—the “ one who 
knows the answers ’’— and on the latent level, with all the magic of 
the omnipotent father. The patients in the group at this early 
stage are said to be “ leader-centred ’’. The individual is not only 
leader-centred ; he is likewise very self-centred and has little real 
concern with the problems of the others. He is preoccupied with 
his own suffering and looks to the omnipotent doctor for immediate 
and magical assistance. 

In time, he turns away from the conductor and looks more and 


more to the group. He becomes “ group-centred ”’, first transferring 
his dependency from the conductor to the group, and then “ grow- 
ing-up ’’ with the group. He has therefore to be weaned both from 
the conductor and from the group. His group-centredness is 
reflected both in his language and in his attitudes. He ceases to 
address his remarks directly to the conductor, and his language, 


from being egocentric and soliloquising, becomes socialised and 
modifiable by reciprocal interaction. He begins to show a thera- 
peutic interest in the other person’s problem and makes attempts 
to ‘“‘ get under his skin” and feel with him. This passage from 
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hypochondriacal preoccupation to altruistic activity goes along with 
an increasing display of maturity and independence. 

How is this brought about ? The transition is a precarious one 
and may founder at several stages. Too much omnipotence or the 
part of the conductor during the early stages may lead to a 
‘* fixation ”’ of the group on authority ; too much integration in the 
group during the later stages may bring about group “ addiction ”’ 
and a struggle for interminable group treatment. 

The conductor’s behaviour is the key to the problem. Aware 
always of the unconscious infantile needs of the group, he does not 
attempt to thrust independence upon them before they are ready 
for it, but from the very beginning he shows a clear preference for 
the forward-looking elements in group behaviour. On the conscious 
level he behaves like a wise and understanding chairman who feels 
that the business of the meeting can only be brought to a successful 
conclusion by co-operation rather than direction. On a deeper 
level, he accepts the role of the omnipotent father that the group 
assigns to him, and proceeds to analyse the need for it. Using a 
technical expression, one would say that the group ‘* works 
through ” this dependent need, its basis in immature magical 
thinking being duly exposed. 

Turning away from the conductor towards the group may create 
its own problem of dependency. ‘The psychological gap between the 
therapeutic and social group is a large one ; as large, say, as the gap 
between the family group and the first school group, between an 
environment which makes many concessions to individual frailty 
and an environment which is less compromising. It is the same 
problem, therefore, as the emancipation from any state of thera- 
peutic dependence. The therapist assumes that there is a sector in 
every patient’s personality make-up that is orientated towards 
maturity and independence, and he sets about encouraging its 
expansion. His own freedom from anxiety, hostility and prejudice 
provides a model for adult behaviour. With a strengthening of the 
immature areas of the personality, a modification of the severe 
unrealistic infantile standards of conduct, and an identification 
with an adult model in the person of the therapist, there is a growth 
towards maturity and independence. 


Illustration 


A young woman aged 27 was afraid to be left alone with her little 
daughter aged 2 because she had impulses to harm her. Such an 
impulse seemed quite alien to her personality which was otherwise 
the reverse of aggressive. She was very much distressed by her 
complaint and sought treatment. She was placed in a therapeutic 
group along with seven other women afflicted with similar impulses. 


She had never been able before to discuss her strange symptom 
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‘< 


with 


ordinary people ’’ and she was immediately relieved to learn 
that she was not alone. She compared and contrasted herself with 
the others, and, discovering some differences, expressed the hope 
that she would not be infected by them. 

In the first weeks she revealed that her basic life problem was a 
dependency-independency conflict with her mother. She had been 
an only child and mother had always done everything for her. The 
domination was of the gentlest kind and could hardly be resented. 
Any resentment she felt was heavily coated with guilt. When she 
married, she gained a second prop, which did duty alongside the 
first, since she continued to live in mother’s house. 

An analysis of her first fifty utterances in the group reveal that a 
majority are directed to the therapist, who makes little or no 
response in exchange. All the statements bear on some aspect of her 
complaint, are similar and often repetitive, and show little modifica- 
tion by group discussion. 

In the second serial of fifty, she is resentful at getting no direct 
help from the therapist, constantly asks him for reassurance about 
getting well ultimately, and talks of having individual psycho- 
therapy. Would like to see the therapist individually as well ; but 
continues to have no more than her group sessions. Complains of 
never getting a straight answer from the therapist. 

Six months later. Half her communications are now group- 
directed. Has formed a sub-group with another patient. During 
the absence of the therapist for one session commented that it was 
hardly necessary for him to attend all the sessions. 

A year later, Majority of communications now group-directed. 
Connects up her resentment against her child with resentment 
against her mother. Finds herself now openly hostile towards her 
mother and makes preparation to move house. Husband sends note 
to therapist: ‘‘ Three cheers for the group; my wife asserting 
herself for the first time.”’ In group strongly participant. Fifty 
serial communications show majority group-directed and altruistic. 
Feels self-confident and talks of leaving the group, although enjoys 
attending sessions. ‘* It would be nice if we could now meet at each 
others homes for tea and let the doctor start another group.” 

Al eighteen months. Bringing up adolescent stresses centring 
around masturbation. Recognises husband as not a mere substitute- 
mother, Now feels she has made the group also into a mother. 
Fears that the group might break up before she is completely 
better. Still feels she confuses mother, husband, therapist and 
group. ‘* They can all still make me feel like a child.” Jealous of 
mother’s interest in her child. Fifty serial communications deal 
almost exclusively with the problem of leaving the group and 
doing a part-time job. Feels she can manage husband, job, 
child and self. 

The example illustrates how effectively the technique of minimal 
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interference deals with the problem of dependency. The patient is 
thrown back constantly on her own resources and the resources of 
the group, and there is little or no need for interpretative activity 
on the part of the conductor. 


Content 


Content, in the group context, refers to the themes which develop 
during the process of the “ free-floating ’’ discussion. 

The average group covers a good deal of ground in its treatment 
of past and present problems. Individuals continually return to the 
same significant themes, and any particular stimulus in the group 
may cause different members at different stages of their emotional 
development to “‘ resonate ’’ to the tune of their primary preoccu- 
pations. For example, someone mentions a boxing match, and this 
reminds a second of his fear of being hurt in games ; and a third, of 
his desire to decapitate insects as a child; and a fourth, of his 
impression that boxing was very much like hugging and kissing, and 
seemed “ very intimate and naked ”’ ; and a fifth, that it was just a 
money-making racket and was mainly run by the Jews . . . and so on. 

The general tendency of the group is to describe current predica- 
ments in their lives ; in the first place reporting them, later connect- 
ing these up with earlier experiences and, still later, connecting up 
with what was going on between them in the group situation —the 
so-called ‘‘ here-and-now ”’. 

From time to time they bring dreams and fantasies and throw 
them open to interpretation, and the group, gradually developing 
its deep intuitive skills, offers explanations of a kind that would 
satisfy many a trained therapist. 

- * * 

To sum up, one would say that group analysis begins where 
other types of groups leave off. 

It explores more intimately and more deeply, and it views the 
content of discussion against the background of group interactions. 
It deals with both positive and negative feeling. 

Behind every group phenomenon, latent or manifest, lies the 
process of communication, which in the last resort may be identical 
with the therapeutic process itself. 

The group psychotherapeutic situation adds something new to 
psychological treatment, which cannot be obtained without the 
group. It is open to life and belongs to life—a ‘ miniature life 
situation ’’—so that reasonable inferences can be made from the 
group situation to the real life situation. 

As for the role of the conductor in the psychotherapeutic group, 
this can be best summed up in the paradox of Laotse who said, over 
2,500 years ago, that the greatest leader is he who seems to follow, 
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THE LAYMAN’S INTERPRETATION 
OF THE DENTIST’S ADVICE ON 
FLUORIDATION* 





By Anpie L. Knutson, Pu.D. 
Chief, Experimental and Evaluation Services Branch, Division of 
Public Health Education, U.S. Public Health Service 





Why is the dentist talking to the public ? 

As I understand it, the dentist is talking to the public in the 
hope that the public will appreciate the importance of fluorida- 
tion, understand the ways fluoridation can be put into effect, and 
finally so that the public will take those actions it must to obtain 
fluoridation. I assume the dentist’s underlying purpose is to 
assist people to obtain fluoridation in their communities and in 
this way to help preserve the teeth of their children. 

Many methods are being used to reach this goal. Among them 
are talks to the public in meetings, over the radio and television 
and also providing information by means of pamphlets, posters, 
leaflets, newspaper releases, exhibits, slides, movies, and the like. 

Inherent in all these ways of communicating information is the 
notion that if you give people the facts, they will act. Some out- 
standing authorities in public health have expressed this point of 
view. As one put it, “If the public knew vividly what enough 
beds, enough case-finding, and enough rehabilitation could do, 
the I'B menace would now be in the same boat that the Nazi 
menace was in when the Allies went ashore in Normandy on 
D-Day ”’.' 

Another writes, “The referendum in Seattle proved conclu- 
sively that the rumour and the guess can frequently outdistance 
the figure and the fact. All those interested in the improvement 
of dental health must be concerned with the necessity of placing 
more facts before the public.” * 

Until recently, many of us who have been working on problems 
of communication have also assumed that, given the information, 


* Presented at the 93rd annual session of the American Dental Association, 


Sept. 9, 1952. “< from sng Bulletin of the American Association of Public 
Health Dentists, 13, 1, February, 195 
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the public will act. We have drawn conclusions about the effec- 
tiveness of community programmes on the basis of how well the 
public was informed about the programme and on the basis of 
the attitudes expressed toward the programme. 

We have begun to question our former assumptions and con- 
clusions. There is mounting evidence to-day to show that on 
problems like fluoridation, community action depends not only 
on making the information available to the public but on many 
other things as well. 

There is much empirical and experimental data to indicate 
that individuals may learn specific health practices and under- 
stand and appreciate their importance, yet fail to practise them. 
All about us are physicians and dentists who keep irregular 
hours, ignore dietary rules, and fail to share in the recreation 
they prescribe for others. Many individuals who are certain they 
have caries ignore advice to seek treatment. Knowledge that the 
delay will lead to more pain and eventual loss of the tooth is not 
always an effective motivator. 

Thus, imparting knowledge alone is not effective communica- 
tion. Effective communication involves an interchange of in- 
formation or ideas. The role of the person making the communi- 
cation has been given intensive consideration. But the role of 
the other person in the communication process must not be over- 
looked. The knowledge, interests and experiences he brings to 
the talk have a great deal to do with the way he receives, evaluates, 
and interprets the information. In fact, the nature of his back- 
ground of experience and his interests or wants may be more 
important than the amount and quality of the information itself 
in determining how he will react. 

In view of this, it is important to bear in mind in talking with 
any group that we are talking with many specific individuals. 
They may be drawn together at the time by some common 
interest or purpose, but each is concerned about many other 
things in addition to that which brings him into the audience. 

A dentist in this audience, for example, in addition to being 
an active member of the Dental Association, may be the husband 
and father of a family, and belong to a church, a political party, 
a parent-teachers association, some civic or welfare group, a 
businessmen’s club, a social club or golf club, and so on. These 
associations vary in their importance to him as an individual. In 
some of these groups he may be rather passive or indifferent ; in 
others, he is likely to be a leader ; and each of these memberships 
will influence how he interprets what he sees and hears. 

In the same way, each member of the public with whom the 
dentist talks is enmeshed in a network of groups having varying 
degrees of importance to him. His personal problems and those 
of the groups with which he most closely identifies may seem far 
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more important to him than the problem of community fluorida- 
tion. Some of his personal and group interests may actually seem 
to be in conflict with this new and seemingly strange idea of 
fluoridation. Or, on the other hand, this new idea of fluorida- 
tion may tie in with his experiences and make very good sense 


to him. 

Studies have shown that we bring to any new situation we face 
a vast backlog of unique personal interests and experiences. As 
members of groups we also bring with us those interests and ex- 
periences we have had in common with other members of these 
groups. ‘These personal and group interests and experiences 
serve us in sifting out of each new situation we face certain things 
to see and hear, to remember and act upon.* she 

Even though we may perceive new ideas as being useful to us, 
we do not accept them unless they jell with our previous experi- 
ences and tie in with our interests. For our experiences and moti- 
vations play a dynamic role in determining what we perceive as 
well as how we interpret what we perceive. 

All about us are evidences that our experiences and motiva- 
tions influence what we see. A friend of mine who drove through 
the lowa corn belt with three geologists heard one of them say in 
all seriousness, ““ What a country! Absolutely desolate—not an 
outcropping in sight.” 

Have you ever heard another dentist or physician refer to a 
patient with an abnormal problem as a “ beautiful case’’? It 
may be a beautiful problem in terms of its challenge to the dentist 
or physician, but how does the patient see it ? 

One day last summer, our six-year-old son, Alan, was working 
with two of his friends in the back yard. At first they worked 
around the weigela bush and then in the magnolia tree. Later 
Alan came and told us what they had been doing. ‘They had 
found a bird’s nest at the end of the street about a block away. 
It was a very poorly constructed nest located in a scrawny bush. 
The nest held three baby birds. The boys wanted to do some- 
thing for the baby birds and their mother, so they transferred 
the birds to a strong robin’s nest and carried them down the street 
to our back yard where the weigela bush was in bloom. ‘They 
later decided that the weigela bush was inconvenient for the 
mother and transferred the nest to the magnolia tree. 

We discussed this experience with Alan in terms of his own 
room in our old farmhouse and he agreed that while his room 
may not be quite as nice as someone else’s, he wouldn't like it if 
someone came from outside and moved him to another place. 
That night he told us that the boys had talked about the bird’s 
nest and decided to carry the birds back to their own nest. How- 
ever, they wanted so much to do something for the mother bird 
and the three baby birds that they broke off all the branches 
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above the nest so the mother could get to and from the nest easier 
and so the baby birds could see out. 

In this instance, the boys were trying to help the birds in the 
way they would have liked someone to help them if they were 
in the birds’ situation. The incident probably would not have 
occurred if they had been able to appraise the situation from the 
birds’ point of view. But they had only a limited understanding 
of bird behaviour. 

We in psychology have a culture all our own. We have our 
own history and traditions, our own folklore, and many customs 
that seem strange to people on the outside. We seek recognition 
and status by doing experiments the public does not understand, 
or we may obtain status by writing articles that are seldom read. 
We think and talk a language that is peculiarly our own. 

You dentists likewise have a culture of your own. You have a 
history and traditions, folklore and customs, and a language that 
is quite foreign to the rest of us. When you attempt to tell lay- 
men like me about some of the produc ts of your culture, we trans- 
late what you have to say so that it makes some kind of sense in 
terms of our own experiences. What we think you mean may be 
quite different from what you really mean. 

It is unreasonable to expect ready acceptance of new ideas that 
conflict with deep-rooted patterns of thinking. New ideas and 
new practices too are most likely to be accepted when they can 
be easily assimilated into the patterns of thinking that now exist. 

The closer we get to an active interchange of ideas, the more 
likely we are to be fully understood. Effective communication 
about fluoridation, for example, requires an interchange of in- 
formation and ideas about many things related to or basic to the 
concept of fluoridation. The dentist who talks with the public 
about fluoridation is, therefore, more likely to be interpreted 
correctly than the dentist who talks to the public about it. The 
dentist who talks with the public is in a better position to make 
sure that each basic idea he discusses is fully understood and 
meaningful. 

Asking questions is a good tool. We once interviewed a small 
sample of adults to determine whether they understood a 
pamphlet on the use of a salt-soda solution as a substitute for 
blood plasma in the treatment of physiological shock due to 
burns or injuries. After they had had an opportunity to read 
the pamphlet, we asked them individually, ““ What should you do 
for a person who is suffering from burns’? It was clear that 
even after reading the pamphlet, most of these persons interpreted 
“ shock "” as meaning mental shock rather than physiological 
shock. We had failed completely in our attempt to teach this 
new idea because it did not make good sense to members of the 
public who had different experiences from our own. 
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I should like to urge you to try out this method of asking 
members of the public for their interpretations of your ideas and 
plans. 

A first major question to consider might be, “ What does the 
idea of preventive dentistry mean to people?” You will find no 
simple answer to this question. As a matter of fact, the answer 
is likely to be different for various members of the public, depend- 
ing on the experiences they have had previously with dentistry 
and with public health. The answer may be different for each 
public group the dentist speaks to, for different people with vary- 
ing kinds of experiences are likely to be present. Nevertheless, a 
full understanding of the concept of preventive dentistry may be 
crucial to strong public support. 

A few comments made to us in interviews about the topical 
fluoride programme suggest that the idea of preventing the loss 
of teeth is completely foreign to some people. It is not that they 
are opposed to the idea of preventive dentistry ; the idea simply 
does not exist in their minds. They are neither opposed nor in 
favour ; they are not aware. 

Some people seem to have a sense of futility about the idea of 
losing their teeth. They expect to have false teeth some time 
and have not considered the possibility of avoiding this inevit- 
able event. ‘They say, “False teeth ? Everyone winds up with 
‘em’, or “ False teeth are just a matter of necessity. You have to 
have ’em.”’ 

A woman who observed that she would rather that her children 
have false teeth than no teeth at all seemed to perceive only these 
two alternatives. The idea of using some means to prevent the 
loss of teeth through decay does not seem to have occurred to her. 
This new possibility must be perceived before she is likely to give 
active support to a preventive dental health programme. 

There are also people who indicate they are looking forward to 
being rid of their teeth, never having to go back to the dentist. 
To them, false teeth seem to represent an escape from pain and 
discomfort. As one man said, “I wouldn’t mind false teeth. 
Then I wouldn’t have to have toothaches and wouldn't have to 
go to the dentist. I don’t think it would make much difference. 
You can’t tell these days. Most of them look so nice.” 

The idea that false teeth look nice is frequently mentioned. 
People say, “ They make them so nice that you can’t tell the 
difference ", or “ False teeth don’t bother me. I like them better 
than my own.” One person commented, “I knew a kid in high 
school who had false teeth when he was 15 years old. No one 
knew the difference. He had beautiful teeth.” Another 
observed, “I wouldn’t mind at all if it was through no fault of 
my own. . . I'd be better looking, I guess.” 

Have dentists done such a good job of making false teeth that 
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some people are less concerned than they ought to be about 
having their natural teeth ? 

We do not know to what extent such ideas are held by the 
various groups of our population. To the extent that they are 
held, they indicate there is not full awareness of the possibilities 
of preventive dentistry. This lack of awareness may be a more 
important barrier to fluoridation than the active opposition of 
special interest groups. More of an interchange of ideas between 
the dentist and various members of the public on the idea of 
preventive dentistry seems essential if this public is to be fully 
aware of the possibilities for action. 

A second important question to consider in discussing fluorida- 
tion with people is, “ Does the idea of putting fluorides in the 
water as a method of preventing tooth decay make good sense?” 

If fluoridation is to become a reality for communities, the possi- 
bility of avoiding caries must be perceived as a necessity. People 
also need to understand and approve the method of prevention 
recommended, that is, fluor:dation of the water supply. The idea 
of taking community action on a problem of this nature must 
make good sense to them. They will evaluate it in terms of the 
kinds of actions the community has previously taken, for they, 
like the rest of us, are sceptical of things that do not tie in closely 
with their usual patterns of behaviour. 

This raises many questions which again have no general 
answers that apply to all communities. Do people view fluorida- 
tion as a treatment, as a prevention, or as a cure? Do they see 
it as a means of avoiding a deficiency or as a means of removing 
a deficiency ? How do they compare in their own minds the 
action proposed on fluoridation of the water with the method of 
putting chlorine in the water or with the idea of enriched flour 
or vitamin D milk ? 

Starbuck made a study of the leadership groups in six com- 
munities two years after a visit from a topical fluoride demonstra- 
tion team. Three of these communities had initiated some 
kind of community action on topical fluoride during the period 
following the demonstration. The other three communities 
failed to take any action. She asked leaders in these communities 
a number of questions to obtain descriptions of what they saw 
happening. She found that more of the leaders of the communi- 
ties with continuing programmes felt that the topical fluoride 
programme tied in closely with other goals of the community. 
More of them saw the objectives of the topical fluoride pro- 
gramme as tying in with their own programme objectives. In 
supporting topical fluoride, they were in some sense gaining sup- 
port for their own programmes. 

Questions about the methods used in the sodium fluoride pro- 
gramme yielded similar responses. One school principal who 
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was opposed to the programme observed, “I wasn’t in on the 
plans. That's an error. They should have called in several 
principals ; for to keep things running smoothly, the principal 
must change her regular working habits and meet the situation. 
The teachers may feel that it has great value but everybody's dis- 
rupted. For instance, a class may be scheduled to receive treat- 
ment at 10 and the teacher prepares for it. Then there are 
changes in time. That's very disturbing for both the teacher and 
the children. All this is tied up with why we lose teachers. It’s 
too disturbing to work under such conditions.” 

Action on water fluoridation likewise requires the active sup 
port of specific members and groups in the community. Among 
these, as you well know, are the local dentists, the local physicians, 
engineers, health officers, nurses, etc. “These people may see 
fluoridation as either tying in with or conflicting with their own 
professional interests. Yet they are key people both from the 
standpoint of the active role they must take in the initiation and 
conduct of the programme and from the standpoint of being 
resource consultants to other members of the community who 
look to them for guidance. 

Within any community you might therefore ask, ‘“ Who are 
the specific people the public look to for guidance on questions 
of this kind? What meaning does the idea of preventive 
dentistry hold for these leaders ? How do these leaders react to 
the idea of putting fluorides in the water ?”’ 

While seeking answers to such questions, one might also try to 
find out what kind of evidence is most meaningful to these groups 
of leaders. Do they understand the data obtained in laboratory 
studies ? Do they see such findings as convincing evidence ? Or 
do the studies of communities with natural fluorides in the water 
make more sense to them ? Are they more convinced by detailed 
reports or by the testimonials of people who have lived in places 
with natural fluorides in the water ? 

More of the leaders in Starbuck's successful communities report 
that they saw the methods used in the topical fluoride programme 
as agreeing with the methods used in other programmes now 
going on in the community. More of the leaders of unsuccessful 
communities, on the other hand, felt that the methods proposed 
were different from the kinds used in their communities. It 
might be worth while to obtain the reactions of those community 
leaders who are directly concerned about the methods used in the 
fluoridation programme. Such leaders may be able to offer 
suggestions that will greatly increase the likelihood of community 
support. . 

It is necessary to know what the idea of preventive dentistry 
means to people as a basis for discussing with them the value of 
fluoridation. ‘They may fully understand and appreciate the pos: 
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sibilities of preventive dentistry and still be opposed to the idea of 
fluoridation unless this method makes good sense to them. Fuller 
discussion of the idea of putting fluorides in the water as a means 
of preventing tooth decay is one way of increasing public support 
for this method. 

A third question to consider in your discussion with the public 

‘How do people view the various steps taken in initiating, 
planning and carrying out fluoridation of the water supply ?” 

The findings of many studies suggest that people want to have 
a share in decisions that concern them. Starbuck's data support 
these findings. Participation in the initiation, planning, and de- 
velopment of the programme was found to be important to the 
success of the topical fluoride programme. More of the leaders in 
communities with continuing programmes following the demon- 
stration reported that the demonstration team came to the com- 
munity at the request of local people or as the result of a co-opera- 
tive agreement between local and State or federal people. On the 
other hand, more of the leaders in the communities that failed to 
develop continuing programmes felt that the local people had no 
part in the decision to have the demonstration in the community. 

All of us cannot be directly involved in every decision that con- 
cerns us. We delegate responsibility for many of our decisions to 
leaders we elect, or to those we select for their competence in par- 
ticular areas. Starbuck found that the group responsible for plan- 
ning in the successful communities tended to include more indi 
viduals logically connected with the specific content area. Some 
of the leaders were members of the dental or medical professions, 
represent atives of the city government, and school authorities. 
‘They were the people who would be logically responsible for a 
topical fluoride programme if it were developed in the community 
independent of the demonstration. They were the leaders the 
people probably looked to for advice in this content area; 

It is therefore important to know what roles people perceive 
themselves and others as having in relation to fluoridation. 
Whom do they identify as the logical leaders in this situation ? 
For example, do they perceive dentists as having a preventive as 
well as a curative role ?- Do they perceive the dentist as having a 
sense of responsibility to the general public in the area of dental 
health or do they ask, “ Why are the dentists concerned 7? What 
have they to gain ?”’ 

Starbuck’s interviews suggest that even some of the dentists 


may not see themselves as having a role in preventive dentistry. 
When asked about his reaction to the idea of sodium fluoride 
treatment one dentist observed, “ Yes, I’ve heard of it. I don’t 
know if they’ve tried it out on the youngsters here. My work is 
extraction and plates. Dr. B. may have been giving it. ... I 
deal only in impacted teeth and extractions. ... I wouldn't 
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know what they're cooking up. Dr. N. is in the youngster busi- 
ness. Dr. B. does fillings.” 

I recently spoke to a leader in a small community who had met 
with the owner of a privately operated water company to discuss 
the possibility of obtaining fluoridation of the local water supply. 
The owner said, “ That sounds like a good idea. Why don’t I 
talk with my dentist ?’’ He immediately called his dentist whose 
first response was, “ You know that’s rat poison, don’t you? If 
you put it in the water, you'd better be mighty careful that you 
get the right amounts. It’s mighty dangerous.” 

This dentist was in a position to give fluoridation a strong 
boost. In one sense, he was one of the keys and in this case per- 
haps the main key to a fluoridation programme. His observation 
was accurate but it was stated in a negative way. The community 
is now having difficulty overcoming the water company executive's 
initial reaction to this discussion with his dentist, for the dentist 
was a leader in this situation even though he may not have 
identified himself as such. 

The local dentist in most communities is in a position to be a 
leader on problems that involve dental health. As a leader he 
may take an active role himself or serve as a resource person and 
guide to those who come to him for help. How he reacts to the 
idea of fluoridation may be primary in determining whether or 
not the community supports the programme. 


Summary 

By talking to the public, the dentist is not likely to achieve his 
basic purpose of assisting the public to obtain fluoridation and 
in this way to preserve the teeth of their children. 

On problems that involve community action, effective com- 
munication involves an interchange of information or ideas. 
This requires speaking with members of the public rather than to 
members of the public, for the network of experiences and inter- 
ests the other person brings to the situation has a great deal to do 
with the way he receives, evaluates, and interprets the ideas. He 
is l-kely to accept new ideas which he perceives as being useful. 
He is likely to accept new attitudes that maké sense to him in 
terms of his experiences. He is likely to support programmes for 
community action when he perceives these as serving a real pur- 
pose and when he feels they will be carried out ‘n the way he 
would like them to be carried out. 

Each community has its own network of leaders to whom people 
look for advice and guidance. On some problems, people in the 
community make their own decisions directly. On other prob- 
lems, they willingly delegate responsibility to their leaders. In 
either case, these functional leaders of a community are the keys 
to effective community action. The closer we get to a full inter 
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change of ideas with these people by talking with them, the more 
likely we are to succeed in achieving effective community action 
for the public’s health. 
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René Sand 


Tue news of the death of Dr. René Sand in August, 1959, was 
received with widespread sorrow and a sense of irreparable loss 
to the cause of social progress. Untiring in his labours to the 
very end, his whole life was a distinguished record of devoted 
service to the welfare of his fellow men, not only in his own 
native land of Belgium, where he was a beloved and admired 
leader, but also in many other countries in distant parts of the 
world. He was an outstanding figure in medicine and social 
welfare and his contribution to thought and practice was of de- 
cisive importance during the past thirty years. His guiding hand 
was as eagerly sought by unknown social workers as by the great 
centres of international planning where his influence was acknow- 
ledged to be outstanding by the medical men of his time. 

A former Professor of Social Medicine in the Free University 
of Brussels, his writings have been translated into many 
languages. As Secretary-General of the League of Red Cross 
Societies he played an outstanding part in the extension of its 
noble work. For many years he served the humanitarian causes 
of the League of Nations, and more recently was one of the lead- 
ing experts who laid the foundations for the World Health 
Organisation. He was until the time of his death the President 
of the International Federation of Hospitals and of the Inter- 
national Committee of Schools of Social Work. His pioneer 
work in these fields has been widely acclaimed. 
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Dr. Sand was also the Founder, for many years President, and 
since 1948 Honorary President of the International Conference 
of Social Work. His leadership of this organisation brought him 
into touch with countless workers in many countries and his 
memory will long be cherished by all who met him and came 
under the influence of his radiant personality. 

Greatly moved by his example, the members of the Inter- 
national Conference have been led to initiate a simple memorial 
in his name, which is here briefly set forth. After consulting 
some of his many friends and associates, the officers of the Con- 
ference have decided to make an appeal to all organisations and 
individuals who know the sterling value of his life to contribute 
to a Memorial Fund to carry on his message for international 
understanding and goodwill. 

It is proposed that the Fund should be used to provide a René 
Sand Prize, to be awarded every two years to some individual 
who has rendered outstanding service in social welfare or social 
medicine. It is intended that the award shall be presented at 
each of the biennial meetings of the International Conference, 
when workers are gathered together from all parts of the world, 
and when it will be possible to recall his memory in a manner 
worthy of his great service and example. The amount contri- 
buted to the Fund will determine the length of time during 
which the Prize can be awarded, but it is hoped to raise a sum of 
$10,000 (£3,570), to be expended over the next ten years. 

Contributions, however large or small, will be gratefully re- 
ceived by the officers of the International Conference and will be 
most carefully administered by them. Will you please make 
known this appeal in any quarter where the causes which Dr. 
Sand served so faithfully are held in special regard ? 

We ask you to join us in this act of commemoration. To 
honour his name is to assert one’s faith in the future of men and 
in their capacity to live together in harmony as citizens of the 
world. 

G. E. Haynes, President 
Joe R. Horrer, Secretary-General 
International Conference of Social Work. 


Contributions may be sent to any of the grag, * G. E. 
Haynes, President, 26 Bedford Square, London, W.C.1., England. 
J. R. Hoffer, Secretary-General, 345 East 46th Street, ‘es York, 
17, N.Y., U.S.A. Mlle I. de Hurtado, Secretary-General for 
Europe, 5 rue Las Cases, Paris, 7e, France. B. Chatterjee, Secre- 
tary-General for South-East Asia, 6/A Cooperage, Bombay, 1, 
India. Or to the Secretary of the National Committee of the 
International Conference in your country. 
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METHODS AND MEDIA IN 
HEALTH EDUCATION* 





BY JOHN BURTON, B.A., MR.CS, D.P.H., Medical Director, 


Central Council for Health Education. 





If I hear it I forget, 
If I see it I remember, 
If I do it I know. 


Chinese aphorism. 


HEALTH education seeks to promote higher standards of health by 
increasing knowledge and influencing behaviour. 

The educational principles arise from this general aim, while the 
methods and media are determined and limited by the topic, the 
situation and the resources available. 

The educational approach to health promotion involves for the 
individual and the community three main phases : 

(1) Interest in health problems. 

») Persuasion of the importance of dealing with these problems, 
) Action to solve the problems. 


(3 
Interest 


> 
in things that affect their own lives and the lives of their intimate 
human circle, 

Though such vital interests vary from individual to individual 
and from community to community, certain fundamentals of human 
life and health, such as survival, food, sex and social approval, are 
fairly universal. People are interested in anything which offers 
to help them cope with their personal problem, which may be an 
attribute of health such as keeping a good figure, getting on well 
with people or recovering from sickness. It is abstractions like 
** life’? or “ health’? in which few people are interested. Very few 
people are interested in ideas which produce in them fear or 
anxiety. 

Interest, therefore, involves 


People are mainly interested in themselves and other people ; 


(1) Finding out the existing interests and desires of people and 
helping them to attain them ; 


* Presented at the First Session of the W.H.O. Expert Committee on Health 
Education of the Public, Paris, December, 1953 
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(2) Linking to these existing interests the desirable health concepts. 


The interest of a mother in her baby may be linked with the 
concept of better nutrition for herself. A councillor’s civic interest 
may be linked with smoke abatement. The desire to bridge a 
stream may be the beginning of local government. Topical and 
local interests are apparent in letters to the Press, news items, 
resolutions, gossip and song and seasonal events such as harvests, 
epidemics or fairs. 


Persuasion 

Persuasion involves three main factors : information, motivation 
and resistance. 

Before a person (or a group) is persuaded to act he must know 
what he ought to do, have the wish and the energy to do it and the 
courage to take the consequences. Knowing what ought to be done 
requires information. Information is communicated by didactic 
and Socratic methods, 

Didactic teaching methods assume that the learner is a more or 
less empty vessel—Dickens’ ‘little pitchers ’’—into which infor- 
mation is poured by a teacher. The learner, it is thought, then 
integrates the information, interprets it, and reproduces it at some 
future date. It comprises speeches, films, leaflets, posters, radio, 
television, advertisements, articles, etc. 

Socratic educational methods assume that people already 
possess information, feelings, interests and beliefs which profoundly 
influence the learning process and must be taken into account 
before they can be modified or even left alone. The learner and 
teacher in this case work together on the information, integrating it 
with existing ideas and with possible action. These methods com- 
prise discussions, committees, interviews, drama, competitions, 
projects, contrived situations. Socratic methods of education 
demand more from student and teacher in time and effort, but are 
generally agreed to be more effective in turning persuasion into 
action and overcoming resistance. 

When information is being communicated by didactic methods 
it rust be borne in mind that very little is known about the audi- 
ence’s existing knowledge, reaction to, or interpretation of, the 
information. To be effective, therefore, every effort must be made 
to use methods which will present the case from many points of 
view and through as many of the senses as possible. 

Socratic methods are concerned less with direct teaching than 
with creating situations where people learn by experience—that 
is, take part in some activity, either intellectual, manual or adminis- 
trative, with preferably some expert guidance at hand to pose 
problems, answer questions and set critical standards. The com- 
mittee calling in a consultant, the school child interviewing 
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outsiders for a project, the health visitor asking a mother how she 
is going to feed her baby, are all typical of this approach. 

In any discussion the chairman, the teacher or the expert is 
constantly able to gauge existing ideas and prejudices and adjust 
himself: he is able to consider the practicability of any course of 
action in relation to the people concerned and their resources. 

Motivation and resistance are the emotional factors in persuasion, 
People must feel that the course of action recommended is worth 
while and does not conflict too violently with their other habitual 
beliefs. Particularly influential in this respect is group motivation 
and group resistance, as most individuals will not depart very far 
from the accepted standards and sanctions of their family or friends. 
‘We find out what is done and then do it.’’ Group approval and 
group disapproval may be the determining factors in whether any 
action is taken on accepted information. 

It is for this reason that educational methods which seek to 
change behaviour are inccmplete unless they create the emotional 
situations in which people can feel what it would be like to act in 
the way recommended, in which they can deal with their own 
prejudices and prepare themselves to meet the opposition of their 
friends, relatives or employers. 

Socratic methods of free group discussion are particularly suitable 
for this since they can provide information in many different ways 
and the opportunity for people to ask questions and clear their 
minds. On the other hand, they are in themselves a new group to 
which the individual can feel he belongs and from which he can get 
courage and protection. 

By creating the new group such as a mothers’ club, youth or work 
group, the authority and loyalty to old standards and ways of 
thought is loosened and the resistance to change is weakened. 
Methods which employ an indirect approach to resistances 
encountered (what Dickens described as “tempting people to 
virtue’’) are far more likely to succeed than the frontal attack. 

Friendliness, sympathy, humour and modesty are great breakers 
of resistance ; while success, the impact of new people and new 
knowledge, new economic horizons, the feeling of acceptance and 
social approval are strong motivating factors. Because such 
methods are effective and touch the heart of human personality, 
they have their risks. Their conscious use demands the highest 
standards of integrity and humanity from the educationist. 


Action 


Only at the stage of action is the educational experience complete. 
It may therefore be important that the educationist should assist 
at this stage as much as at any other until the new behaviour is 
successful and becomes accepted. In initiating breast feeding, for 
instance, or the diabetic regime, the period of turning theory into 
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practice is vital to future success. In the same way, in starting a 
discussion group it is equally important that the fledgling chairman 
should experience success in the opening stages. 

As every soldier knows, it is the period of action that tests the value 
of the information, the strength of the motivation and resistance, and 
the whole educational effort. 


Media 

In recommending media for putting these principles into practice, 
the World Health Organisation should consider effectiveness for 
cost, facilities for local production and human resources available. 

The spoken word is still the most universal method of ccmmunica- 
tion. 

The interview is most suited to those situations where an individual 
has formulated a definite problem to which he wants a solution, 
such as a medical consultation. Where a first contact is being made 
between the Public Health Service and a citizen, or where a highly 
resistant individual refuses to take part in any group activity, the 
interview may be essential. 

It is no more effective for general informing or motivating than 
other methods which are less expensive in time and skill, and it 
lacks the valuable variety of approach and reinforcement which is 
provided by group techniques. 

The art of interview lies mainly in the art of putting people at 
their ease and asking questions which bring people to discover their 
own answers to their problems. Perhaps the highest form of educa- 
tional interview is represented by the dialogues of Plato. If a 
mother wishes to know how she should feed her baby she may be 
told didactically by the adviser to follow some predetermined 
scheme with details about frequency, quantity and ingredient. 
Such a method exposes the adviser to the danger of telling the mother 
many things she already knows, or has tried and discarded, or of 
which she disapproves. If the adviser’s scheme is adopted passively 
the whole responsibility and credit goes to the adviser. In addition 
the mother has been robbed of the full experience of making a choice 
in an important matter and taking the consequences. Even if such 
an approach is successful in its limited way it will depend entirely 
on the authority of the adviser, and in the absence of authority or 
when a conflict of authority develops, for instance, between medical 
adviser and relatives, the mother may be in a dilemma and accept 
the nearest authority rather than the regime which best suits her. 

The interview can be conducted in a Socratic fashion if the adviser 
asks the mother at the outset how she is feeding her baby or how she 
intends to feed it. It will be found that the experienced adviser 
can agree with 80 or go per cent of what is said and can follow it 
up with questions on detail, such as what does the mother intend to 
do about cod liver oil and diphtheria immunisation, weaning, etc. 
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She can generally congratulate the mother and give her all the 
credit for the success, at the same time enabling the mother to gain 
the assurance of having taken the decision herself. 

Talks, lectures and panel discussions are common methods of giving 
information. Their main value is to present a general case to 
large numbers of people. Most speakers agree that no more than 
three points can be retained by a general audience at a lecture, that 
few audiences can fix attention for more than ten minutes at a time, 
that the effect a lecture produces depends on dramatic qualities 
in the personality and performance of the lecturer and fades rapidly 
when this is withdrawn. In the interrupted lecture, which may 
last one to one and a half hours, the speaker designs his talk for 
breaks at ten-minute intervals and asks for questions or discussion. 
In one type of panel discussion a group of “‘experts’’ sit on the 
platform with the chairman. Each presents the case from his own 
point of view in five- or seven-minute talks and finally the panel 
discusses. The audience may be invited to join in at this stage. 
‘The main purpose of these methods of didactic presentation is to 
add variety of approach and break up the periods for which the 
audience has to focus attention. 


The effective speaker will draw constantly on his experience : 


he will avoid presenting his subject in abstract terms and will supply 
a wealth of familiar example to explain it. He will make his pre- 
sentation more exact and concrete by using visual aids, such as 
pictures, films, flannelgraphs, charts, etc., or auditory aids such as 
recorded sound or, where appropriate, olfactory and tactile aids. 
He will use language which is clear yet dramatic. He will try to see 
the problem from the audience’s point of view ; he will try to 
overcome resistance by humour, by authority, or by familiarity 
with a point of view he knows to be widely held among the audience. 
But he can never know what has been learnt, what interpretation 
has been put on ideas, or even whether the exact opposite has been 
understood from what he intended. He can only dimly know what 
feelings he has aroused and has no influence on any action taken. 

Discussion groups are as typical of the socratig approach to education 
as lectures are of the didactic approach. ‘The discussion group may 
consist of a variable number of people from five up to about twenty 
who have come together to study a question, determine a policy, 
or to enjoy the exchange of ideas: such groups include study 
circles, Quaker religious groups, ‘Trades Union Committees, youth 
groups, clinic mothers groups, Communist cells or professional train- 
ing groups. The group may elect a chairman of its own or he may 
be a convener coming from outside. The group may invite 
consultants to give evidence or advice. 

The essence of group discussion is the free exchange of ideas on the 
part of members on subjects which concern them. The framework 
of the discussion is determined by the leader or chairman who may 
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present the problem or agenda, keep the discussion to the point, 
stimulate interest in aspects that are overlooked by formulating 
interesting questions, prevent sterile argument about facts by calling 
in expert advice, and holding the balance between personalities. 
The leader, if in the position of teacher, should use his position to 
draw the information from the experience of the group and in the 
process deepen his understanding of their problems and state of 
knowledge. He can help them to face the emotional implications 
of what they say and consider the consequences of the group’s 
suggestions. Experience with techniques of asking questions and 
summarising from time to time the matters dealt with are important 
qualifications of leadership. But most important is a genuine con- 
cern for the subject and the people with whom he is working. 

The experience of successful group discussion is potentially the 
most complete of those methods relying principally on communica- 
tion through the spoken word, for it enables each member of the 
group to hear facts, errors, distortions and examples from many 
points of view and to have his own views criticised ; it enables 
each member to experience his own feelings about the information 
and to experiment with expressing himself about the subject. It 
provides the opportunity for action to be planned and approved 
by the group, thus providing strength and security for each member 
to take the consequences of changing customary patterns of 
behaviour. 

It has been pointed out previously that practice, the act of doing, 
is perhaps the most powerful teacher. Wherever possible the health 
educationist should arrange situations in which practice action can 
be taken and experience developed. This is not always possible 
and methods must be devised which approximate as nearly to 
experience as possible. 

The three methods described can be rendered more effective by 
the use of visual aids, such as models and pictures, either static, 
mobile or moving. 


Still Pictures and Film Strips 


Questions of cost limit the production and screening of moving 
pictures to suit the manifold themes with which health educationists 
have to deal, and particular attention should therefore be directed 
to the value of low-cost media such as still pictures which may be 
specially produced, or can be found in many illustrated magazines, 
in black and white or colour. These, mounted on cards about 
15 in. by 10 in., and clearly captioned, will help to clarify and 
emphasise points. Cartoons on similar cards may introduce humour 
and assist memory. Still pictures may be used in series as in a flip 
chart or film strip. These are both relatively cheap media which 
can be produced locally and can deal with local subjects. Film 
strips consist of photographic transparencies projected in sequence 
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through a special projector. The series of p:ctures may be uncon- 
nected or may be arranged in narrative order either to tell a story 
or pose a problem for discussion. It is also possible to use sound, 
recorded on gramophone records and synchronised with the film 
strip by a sound signal. Sound film strips, because of the continuity 
of the sound element, create the illusion of movement in the pictures 
and possess great dramatic reality. For this reason a human 
problem or case study realised through a-sound film strip is a most 
effective way of presenting a situation to a discussion group. 


Mobile Pictures—Flannelgraph and Magnetic Blackboard 

The flannelgraph is a picture, the parts of which are mobile. 
The background consists of a sheet of flannel thrown over a board 
and the illustrations backed with lint are made to adhere to it. 
They are built up gradually and only the object with which the 
speaker is dealing is shown. The parts may then be moved to 
display different relationships. ‘The parts may all be affixed by the 
speaker or by the audience. For instance, if it is desired to teach 
food storage the audience may be given a choice to make. Three 
alternative methods of storage may be suggested, such as refriger- 
ator, larder, cupboard, representing three temperature grades. 
These are then mounted at the head of three columns on the board. 
Pictures representing common foods are then handed to the audi- 
ence who are asked to store them. When they have made their 
choice, discussion follows on the correctness or otherwise of the 
choices, each item is considered and the reasons for its placing 
criticised or approved. The effect is to focus attention, and to 
promote thought and criticism. At the same time, the discussion 
ends by registering a group decision. 

Such multiple choice situations may be created to deal with 
problems in many spheres such as personal hygiene, nutrition, 
sanitation and administration. 

A similar technique can be employed to deal with epidemiological 
teaching in infectious and tropical diseases. Epidemiology often 
consists of a circle of events—transmission from host vector, etc., 
back to host. These stages may be represented on the flannelgraph 
by a circle which is built up by the teacher through question and 
answer. The audience is then asked how to break the ‘‘vicious 
circle” thereby fixing attention on each stage verbally and pictori- 
ally and arguing the merits of each suggestion. The method can 
also be adapted to the magnetic blackboard, which is a sheet of mild 
steel to which the objects—-and in this case they can be three- 
dimensional models—are attached with magnets. ‘The advantages 
which these two methods have over traditional blackboard illustra- 
tion are : 

1. All the material can be pre-prepared. 
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2. Skill in rapid spontaneous drawing—a rare gift—is not 
required. 
3. Colour and contrast can be fully used— most blackboards are 
a messy grey and chalks are pastel shades—thus increasing visibility. 
4. Parts of the pictures can be moved without rubbing out. 
5. Three-dimensional relationships can be portrayed by layering. 
6. Operation is rapid. 
. The audience can participate. 
. They have great dramatic impact. 
g. They are more portable. 


The Film and Television 

Programmes, whether feature or documentary, are generally 
produced as self-contained media, using the spoken word and the 
moving picture. As didactic media they have considerable author- 
ity and power to serve very large audiences and to stir them. Next 
to live demonstration they are the only media which present move- 
ment or behaviour authentically, and in cases where demonstration 
is impossible owing to the speed or extent of the movement, they can 
slow down or speed up, or cover distances in a way impossible with 
any other medium. They can tell a story and create an atmosphere 
very effectively. 


Their disadvantages are largely due to cost. They can rarely 
be produced to suit a specific audience or specific demands of the 
individual teacher. Because of their completeness and authority 


they produce a passive state in the audience. This is more true of 
film than television. Apart from a few exceptional films and tele- 
casts where audience participation is directly aimed at, it is generally 
found difficult to start discussion following a viewing. The cost of 
films generally precludes their production for a small local or 
economically backward community, and all too frequently films 
are used which portray customs and values quite foreign to the area 
in which they are shown, involving all the disadvantages of cultural 
domination by the technically advanced producing countries. 
Though this applies more to feature films, it is striking how often 
documentary, instructional and training films are rendered unusable 
because of this factor. 

Television has considerable advantages over film in this respect, 
for to date programmes are generally locally produced for a limited 
transmission range. ‘The fact that it is viewed at home in the family 
circle adds considerably to the intimacy and impact. 

Drama and role playing may be very effectively used in health 
education, and many plays and playlets have been written for such 
divers purposes as health procedures for service men, or demon- 
strating the right and wrong ways of interview. Role playing in 
which the individual takes the part of some other character is often 
a valuable experience in understanding other people’s jobs or 
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problems, and in giving the health educationist greater insight. 
Spontaneous acting or psycho-drama, in which two or more people 
are suddenly told that some emotionally charged event has just 
happened and they are to act it out, can produce remarkable insight 
for the actors and also authentic material for discussion on the part 
of spectators interested in health education problems of preventive 
psychiatry. 


The Written Word 


Correspondence by letter is an important method of ccmmunica- 
tion for which every health education programme should cater. 
The individual who writes a letter generally feels strongly about the 
problem and has thought it out. Much correspondence will deal 
with clinical matters and no attempt should be made at tele- 
diagnosis and treatment, but much can be done by putting people 
in touch and easing the anxieties of those too shy to speak to anyone 
about their problem. Letters to the Press, particularly the local 
Press, are also a very valuable method of provoking discussion 
on health matters and of bringing together interested people who 
wish to work on some project. 

The popular Press realises the tremendous interest which exists in 
health matters and normally devotes much space to the “‘ attributes ”’ 
of health. Articles of general interest, well written and accurate, 
will often be accepted by editors. The health educationist should 


also have a policy for dealing with Press enquiries, for it is of the 
utmost importance to any public health programme that there 
should be a friendly and well-informed Press. If the editor finds 
that he can get interesting and authoritative material from the 
health department, he will not have to rely entirely on report or 
prejudiced infoimation. 


Leaflets and Pamphlets 


Leaflets and painphlets have two main functions : 

1. To familiarise rapidly a large number of people with some new 
or recurrent theme such as diphtheria immunisation or water pre- 
cautions. 

2. To follow and reinforce advice given by word of mouth. 

Such publications should be short, generally between 200-400 
words, illustrated if possible, attractively presented and cheaply 
produced. It should be recognised that few will be kept and that 
the impact must be achieved on first reading. Before preparation 
it should be decided exactly for whom the pamphlet is designed and 
exactly what idea it is intended to convey. The draft should then 
be tested on people of the type for whom it is intended and their 
comments noted. Any ambiguities in the text or illustrations can 
thus be removed. 

Distribution may be through official centres such as hospital 
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waiting-rooms, dcctors’ surgeries, clinics, schools, etc., by post, as, 
for instance, a first birthday card to all babies in the area, reminding 
parents indirectly about immunisation, nutrition, fireguards, etc. 
If employers will co-operate, the pay packet may be used. Health 
workers should always carry a supply of relevant pamphlets to leave 
with people whom they have interviewed. 

Posters are of many kinds and their prime object is to attract 
attention rapidly to a single word or idea. They are designed to 
familiarise by continual repetition and should not be pressed to do 
more. Ifthe idea cannot be expressed in a sentence short enough to 
be read while walking past it is most likely unsuitable for poster 
presentation. ‘To achieve repetition the poster must be displayed 
in large numbers, and to arrest attention the design will require to 
be simple, striking and changed frequently. 

Booklets of about 20—50 pages are particularly useful in topics 
where there is a high degree of public interest, such as baby care 
and sex education. For these purposes they are likely to be retained 
and should be produced in a more durable form. Otherwise the 
same standards and production procedures should be adopted as 
for leaflets. Such publications are best sold at cost or subsidised 
prices. 


Health Weeks and Exhibitions 


Health Exhibitions and Health Weeks have two definite functions 
in a programme of health education. If properly organised and 
publicised they attract large numbers of people—farmers at markets 
and school children in towns—who might otherwise never come in 
contact with a variety of new ideas on health matters. On the other 
hand, their organisation can draw into activity numerous people 
such as the editor of the local newspaper, artists, photographers, 
schoolteachers, the trades people, secretaries of local organisations 
and other prominent citizens who might not otherwise come 
intimately into contact with the health department’s activities. 
Their opening provides an occasion for elected representatives to 
appear and declare policies. 

Having obtained his general briefing the person who is put in 
charge of the arrangements should at an early stage (6-g months 
before the event) approach any local people who are likely to be 
useful to serve on a committee. He should make it his responsibility 
to see that as many interests as possible are represented and con- 
tribute either money or work. Having ascertained the extent of 
his resources he can then plan in detail the story that he wishes to 
tell and the final budget. He should pay attention to pre-publicity 
by newspaper editorials, radio comment, bill posting, etc. He may 
in advance run popular competitions on health themes to be judged 
at a public meeting during the week. He will arrange for some 
prcminent citizen to open the Exhibition and Week and for the 
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Press to report the event. It is generally found that live exhibits 
of people doing things attract most attention, and statistical charts, 
however beautiful, least. Exhibits should be self-explanatory and 
not require captions with long explanations, but some member of 
staff should be present to explain. In order to attract people who 
think they are not interested in health matters and who would not 
normally visit the Exhibition, it is worth arranging for some 
spectacular exhibit or personality to be present and direct publicity 
on to the feature even though it may not be strictly relevant to the 
subject of the Exhibition. Professional meetings of doctors and other 
health workers should be organised in conjunction with their pro- 
fessional organisations. Arrangements should be made for the 
schools to take children to the Exhibition and for demonstrators 
to be present to explain the exhibits. Popular Brains Trusts and 
panel discussions by celebrities should be held in the evenings and 
speakers should be offered to other local organisations before, during 
and after the Week. 

There is a tendency for all concerned with Health Weeks to 
relapse into inactivity when the Week is over. Planning beforehand 
should envisage the ‘‘Week”’ as the beginning or climax of continu- 
ing activity, and one or two themes should be selected in advance for 
continuity. 

It should not be necessary to spend large sums of money on 
Health Weeks and Exhibitions if full use is made of all the free 


material and voluntary services which traders and the public are 
willing to give. 





Fifty per cent of babies are born at home in rural areas, according 
to the National Baby Welfare Council, and as many as 80 per cent 
in some areas. 

A new type of nurse for outside nursing is being trained to work 
in with Health Visitors and local Health Department: in the care 
of home maternity cases. This will save pressure on hospital beds 
and teave room for cases needing special care. 
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W.H.O. Regional Office for Europe 





‘DRUNKENNESS ” according to the 1877 edition of the Encyclo- 
paedia Britannica “ may be either an act or a habit, the latter 
consisting of frequent repetitions of the former. As an act it 
may be an accident due to the incautious use of one or other of 
the intoxicating agents ; as a habit it is one of the most degrading 
forms of vice which can result from the enfeeblement of the 
moral principle by persistent self-indulgence.” 

To-day, much more is known about drunkenness and drunk- 
ards than was known then, and in the light of the report recently 
published by the Regional Office for Europe of W.H.O.' statements 
such as this are seen to be largely meaningless or false. Increased 
knowledge has brought with it a far-reaching change of attitude 
to the whole problem—every page of the report reflects the idea 
that prolonged excessive drinking with harmful effects is not a 
vice but a disease. ‘The distinction is important, for vice will 
suggest punishment, policemen and prisons, whereas disease calls 
for far more powerful and effective means—doctors and hospitals, 
medicines and psychotherapy, social work and a reorganisation 
of the alcoholic’s life, prevention and scientific research. 


Some Facts About Getting Drunk “ 


Drink is a frequent topic of conversation and, in certain c:rcles 
at least, can rank with politics, football and even the weather. 

“Just keep on the move and the drink won’t affect you. I can 
take any amount of whisky at a dance, and feel none the worse’ 

“You can’t take it. I drank just as much as you, and not a 
trace of a hangover. Don’t tell me the soda m: kes all that differ- 
ence. It’s the amount of alcohol that counts.” ‘“ That one for 


! The report is based on the lectures and discussions of the European Seminar 
on Alcoholism, held in Copenhagen in 1951. The report is not for sale and only 
a limited number of copies are available for distribution. 


142 





the road is responsible for most accidents. The last drop that 
breaks the camel’s back.” 

But what do the specialists say ? 

The man who claims comparative immunity from the effects 
of alcohol because of bodily movement is mistaken, and if he gets 
less drunk than his friends who stay in the bar the answer is that 
he drinks less because he has not got the time. Dancing with a 
glass in your hand is not done. ‘ Moreover,” the report adds 
‘the dancers are under more vivid and constant stimulation of 
different kinds than those who sprawl in a easy chair complaining 
about taxes.” 

Experiments have conclusively shown that the rate at which 
alcohol is broken down in the body is not increased by even 
strenuous muscular exercise. This distinguishes alcohol from 
foodstuffs for which the rate of change is considerably increased 
by muscular movement. The explanation is presumably that 
only very small amounts of alcohol are eliminated from the body 
directly, in the breath for example, and that the oxidation or 
‘burning ” of alcohol within the body depends in the first stages 
exclusively on the liver and not on the muscles. As long as the 
liver has not done its work of breaking the alcohol down into 
such compounds as acetaldehyde and acetic acid, the drinker will 
continue to be “ under the influence ” to some degree. ‘The rate 
at which the alcohol content of the blood is reduced is considered 
constant, though it varies from one person to the next. In other 
words, a given amount of alcohol takes a certain fairly definite 
time to disappear from the body. “The simplest formulation is 
to say that roughly one-tenth of the body weight in kilogrammes 
gives the number of grammes of alcohol oxidised per hour.’ 

Body weight plays an important part in drunkenness. Alcohol 
is absorbed rapidly from the intestine and spreads to all parts of 
the body, two thirds of which by weight consist of water. The 
alcohol dissolves in the water, and it follows that a glass of brandy 
drunk by a big man will result in a weaker alcohol solution than 
if drunk by a small man: the big man will be able to “take it” 
better. 

Water in the drink also counts, for the more the alcohol is 
diluted, the less it will intoxicate. Whatever six small whiskeys 
and water may do to you, six small ones neat will do more—or 
rather you will be able to do less. 

Using the finger—finger test as a yardstick for measuring the 
degree of drunkenness (with eyes closed, arms outwards, the tips 
of the forefingers are brought together in front of the body), it has 
been shown that the same amount of pure alcohol will produce 
very different results in the same person according to the strength 
of the drink. 34.4 grammes of pure alcohol taken in the form of 
32 per cent alcohol by weight of liquid produced 100 per cent 
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impairment as measured by this test,’ whereas the same amount 
of alcohol watered down to a 2.6 per cent solution (about twelve 
times as much liquid) produced only 53 per cent impairment. 
Taken in the form of beer, the 34.4 grammes of alcohol had even 
less effect: the alcohol concentration of the beer was also 2.6 per 
cent, the amount of liquid therefore the same (1,330 cc. or about 
2 pints and a third), and the resulting impairment of function 
was only 10 per cent. The “amount of alcohol” is therefore 
not the only thing that matters. 

That beer, which has properties beyond that of other usual 
drinks, should be the least drunk-making way of taking the 
34.4 grammes of alcohol points to the well-known fact that food 
reduces the effect of alcohol. What happens is that food in the 
stomach slows up the rate at which the alcohol is absorbed into 
the bloodstream. As oxidation proceeds apace, it follows that 
the alcohol in the blood does not reach as high a concentration 
as it would on the rapid, empty-stomach rate of absorption: the 
steady oxidation process can “cope” with alcohol that is not 
being absorbed too rapidly. 

Experiment and measurement have also established the ex- 
treme effect that “the one for the road” may have. As the 
alcohol content of the blood rises, it becomes increasingly difficult 
to co-ordinate one’s movements, but, with the finger—finger test, 
for example, it can be shown that the error of movement does not 
increase at the same rate as the blood alcohol concentration, but 
develops by leaps and bounds. “A small increase in blood 
alcohol may result in a proportionately larger degree of impair- 
ment, twofold or even more.” ‘That the extra drop can bring on 
sudden and surprising drunkenness is an effect that many 
drinkers must have noticed. 

When all has been said about body weight, dilution of drink, 
and food in the stomach as factors determining the effect of 
alcohol, there still remains individual differences. It has, for ex- 
ample, frequently been observed, in everyday life as well as in 
the laboratory, that the heavy drinker is less affected by a couple 
of glasses than the occasional drinker. Where in everyday life 
the observation is based on general impressiors, in the laboratory 
comparisons are made on the basis of blood alcohol concentration, 
which is also the yardstick applied by the police in a number of 
countries for determining whether a driver is “ under the influ- 
ence’. Laboratory measurements show quite conclusively that 
with the same blood alcohol concentration the average heavy 
drinker has a better blink reflex, stands more steadily, can dot a 
target and do sums more accurately, and has better comprehen- 

1 The fingers meeting within an area of 2 sq. cm. is considered normal. By 


100 per cent impairment is meant that the area has doubled. The average of 
repeated performances is the basis of calculation. 
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sion and concentration than the occasional or the moderate 
drinker. For reasons so far unknown, this is not true of drinkers 
in an advanced stage of alcoholism. 


Why Drink ? 

From the psychological point of view, this answer is given: 

“In certain countries, wine has been used as a healthy, cheap 
and pleasantly tasting beverage—until recently less dangerous 
than milk and water, and the only possible way of conserving 
fruit juices. But the main reason has, no doubt, even in these 
countries been the specific anaesthetic action of alcohol upon 
certain complex functions of the nervous system. In Northern 
countries this has been practically the only reason. 

“ Alcohol covers up unpleasant feelings like that of fatigue, 
cold and hunger. But on a somewhat higher level of mental 
functions, alcohol will have the effect of temporarily solving even 
emotional conflicts." It does so by more or less. paralysing the in- 
hibitory nervous functions. “Even in the absence of actual 
emotional conflict, this lowering of the level of nervous energy 
is felt as pleasant—most likely because it somehow ‘ saves nervous 
energy ’ and thereby gives one the experience of complete mastery 
of any situation, of an overflow of strength and activity. One 
might describe what happens as a descent from a world of serious 
responsibilities, heavy tasks and difficult adjustments into another 
world of irresponsible play and phantasy, where things seem to 
adjust willingly to our demands. It is impossible to use alcohol 
(not even as a common beverage) without noticing this effect, and 
without feeling on some occasions that the effect is pleasant.’ 

This is a needlessly complicated way of speaking about the 
man who has a glass of beer with his lunch—for him it is the 
normal, usual thing to do—but it does apply very clearly, for 
example, to the sociable drinker in search of relaxation, to the 
student who bolsters himself up with a couple of glasses before 
facing his examiners, or to the bereft who drown their sorrows 
in drink. 


Drinker Types ” 

Not everybody, however, resorts to alcohol when wanting to 
escape from the crashing boredom of everyday existence, or when 
having to cope with a desperate emotional tug-of-war, and one 
of the difficult questions to which research workers have still to 
find an answer is what distinguishes the potential future 
alcoholic from those who practically don’t drink at all or who 
manage to keep their drinking within reasonable limits. 

Apart from theories involving bodily factors, the report deals 
with the problem of whether there are definite types of people 
who become alcoholics. Various classifications are mentioned and 
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no definite conclusions reached, but there are some very interest- 
ing suggestions. 

Frequent among alcoholics are people who according to their 
past history “ suffer from feelings of inferiority and insufhciency, 
with frequent depressive spells. They are poor mixers, unable 
to assert themselves, and therefore tend to withdraw into a loneli- 
ness which they feel very keenly. Alcohol has an almost specific 
effect on their personal difficulties by giving them confidence and 
helping them to overcome inhibitions—in particular it makes it 
possible for them to associate with other people without shyness 
and inferiority feelings.” 

Others “are morose, heavy, pedantic and stubborn, and tend 
to use alcohol more or less consciously as a means of overcoming 
unpleasant emotional states, or of solving problems of social 
adjustment. In the history of their alcoholism, personal conflicts 
and difficulties play an important role. 

“ The extreme opposite is the easy-going, friendly and sociable 
fellow, habitually somewhat above the average in mood and 
activity. He starts out as a social drinker—and a careless one, 
because of his blindness for his own weakness of character. He 
follows the drinking pattern of the gang or the occupational 
group passively, unable to notice any danger signals and, as the 
helpless victim of environmental influence, tends to rapid social 
decline.” 

Among the other drinker types discussed are the immature, the 
aggressive and the self-aggrandising. 


Aleoholic Cats 


Good supporting evidence for the theory that psychological con- 
flict is at the origin of excessive drinking comes from an experi- 
ment with cats, which is described in some detail in the report. 
The cats were taught to obtain food in a complicated way from a 


sé 


box and then were made “ neurotic” by being frightened when 
they were about to take the food. This hunger-fear conflict caused 
severe disturbances in the animals and they were quite incapable 
of coping with the situation, but they managed much better after 
they were given alcohol. ‘Then they were given the choice be- 
tween pure milk and milk with alcohol. “Ten of the sixteen 
neurotic animals began to prefer the alcoholic milk and eight 
of them soon learned to select the cocktail glass in which it was 
placed before sampling the milk in any other receptacle.’ 
When the animals had recovered from their neurosis they re 
turned of their own accord to plain milk. 


Drink and More Drink 


From the various theories on the causes of alcoholism, with 
their physical, psychological, cultural, social, economic, and 
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occupational aspects, one feature emerges clearly: whatever may 
have started the drinker drinking, it is drink and the results of 
more drink that makes him drink more. ‘This is the vicious circle 
that overpowers the alcoholic and marks him as a diseased person. 
The effects of drink—hangover, remorse, family d:fficulties, the 
row with the boss, physical pain, the jitters, the whips and the 
jingles—drive him to more drink and it is at this stage that 
alcoholism can properly be called a disease, though the word 
“ alcoholism” may cover a variety of conditions in which exces- 
sive drinking is merely the common factor. 


1954 Meeting 


Other subjects discussed are alcoholism and its relation to 
suicide, crime and madness. The cure and prevention of 
alcoholism, which are dealt with at length in the report, are the 
subjects of a W.H.O. Seminar on Alcoholism held in March-April 
of 1954 at Noordwijk in the Netherlands. 





NOT DRINKING MILK 


The United Kingdom is some distance down on the list of milk 
drinking countries, according to the report read at the Food 
Education Society meeting in June, 1954. 

The United States tops the list with one and a half litres per head 
per week, Finland comes next. The United Kingdom takes only 
‘85 to 65 of a pint per head. Is this anything to do with the novelty 
of refrigeration in the average home, and bad storage in many 
cafés and restaurants. Would consumption rise if milk were 
served more attractively ? 
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THE CLEVELAND HEALTH 
MUSEUM 





By BRUNO GEBHARD, M.D. 
Director 





Tue development of health museums in the United States of 
America can be understood only against the general background 
of public health practices in the U.S.A., which background is 
quite different from that in many European countries. There is, 
first, a basic difference in the philosophy of governmental initia- 
tive and control in public health affairs. Johann Peter Frank’s 
‘ System einer medizinischen Polizey ” was in his day the best ex- 
pression of state medicine in the European thinking of the 
eighteenth century. It would never have been written if J. P. 
Frank had lived in Boston, Massachusetts, and—so far as I know 
—has never been translated into English. On the other hand, 
such a classic in health education as Dr. Bernhard Christof Faust’s 
“ Gesundheits Katechismus”’, published in 1792, appeared only 
four years later in an American edition in Boston, following the 
English translation published in Dublin. In other words, the 
emphasis on health education has always been stronger than 
dependency on health legislation and supervision in the U.S.A. 
The absence of a national health insurance plan and of a Ministry 
of Health can possibly be explained on this basis. 

The other point of difference we want to make is in the financ- 
ing of voluntary public health activities. The City of Cleveland 
(Ohio) makes a good typical example. More money is raised 
every year by voluntary contributions of its citizenry than is avail- 
able out of taxes for the activities of the City Department of 
Health. The amounts raised through voluntary contributions 
might be staggering to European readers: $1,500,000 for health 
activities, $7,000,000 for hospital and welfare activities. But 
what is more important is that the money comes in in small 
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amounts of $1 and $2 contributions, and that up to 15,000 and 
20,000 voluntary collectors are involved in pushing doorbells ot 
private homes on Sunday afternoons. 

Feeling personally responsible for the financing of health im- 
provement activities gives a sound foundation for motivation in 
these programmes. The 2,600 individual members of the Cleve- 
land Health Museum, paying minimum annual dues of $10, are 
in this way all-year-round participants in our activities. 


Museum, not Mausoleum 


From experience with our many European professional visitors 
and—for that matter—visitors from other parts of the world, the 
word “museum” needs clarification. In the U.S.A., museums 
are geared to the daily living of the present generation ; they are 
not “ Mausoleums of the Past’ but have active programmes both 
in adult and youth education. They are respected by the public 
as trustworthy sources of information, which is quite important 
in the master land of high powered advertising campaigns. We 
have our own scruples about the term “ museum”, but we feel 
that it implies to most people objectivity, permanency, scientific 
dependability, and—last in order but not in importance—iden- 
tifies it as a place where one can see what up to now one has only 
heard or read about. As health education is neither a monopoly 
of the medical profession nor the public health worker, and as 
“ education ” is just as much the prerogative of the teacher from 
kindergarten to college level, a health museum gives a good 
common platform for a new philosophy and better methods and 
techniques in our field. 


Laying the Foundation 


On November 13, 1940, the first health museum in the U.S.A. 
was opened. Why did it happen in Cleveland ? There were two 
different reasons. Voluntary health agencies, represented by the 
Cleveland Health Council, were looking for better visual teach- 
ing aids. Health education minded members of the Academy of 
Medicine concurred in this interest, but were anxious to give “a 
more permanent aspect to health education in Cleveland, 
establishing a permanent museum where scientifically prepared 
material of a visual nature might be made available to the public 
at all times”. The emphasis is on “ at all times”, as there are 
too many off and on health education activities by way of lectures, 
pamphlet distribution, newspaper stories, and radio interviews. 
All of these activities are good, but they are costly because they 
are sporadic ; there is little follow-up, and new momentum has 
to be developed for each activity. It was felt that a museum 
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would give the opportunity for all-year-round, day-by-day, in 
formal health education. A museum is, after all, the only place 
where people can get information when they feel they need it, 
when they want it, and to the amount they care for. ‘The Cleve 
land Health Museum is a true express:on of meeting a local health 
need by local action. 

Nothing develops out of a vacuum. Health museums have pre 
ventive medicine as their father and health education as then 
mother. The German Hygiene Museum in Dresden (1911) and 
the Wellcome Museum of Medical Science in London (1926) 
were first in the field, both conceived and generously supported 
by far-sighted businessmen of the pharmaceutical industry. The 
impetus in the United States came mainly from the successful 
medical exhibits at the Century of Progress World’s Fair in 
Chicago (1933~4) and the good public response to the New York 
World’s Fair medical and public health exhibits, where the 
author served as technical consultant. 


Original Scope 

For nearly two years (1937~-9) a “Committee on Scope” was 
given the arduous task of selecting the subjects to be covered. 
Nearly “ everything in the book” was offered, including: “ From 
Conception to Senility ”, “ The Effects of Geographical Locations 
and Their Influence on Health”, “ Population Problems ”, “ The 
Encouragement of Appropriate Legislation to Safeguard the 
Public’s Health”, “ The Nutrition of the Population’’. All of 
these suggestions are legitimate subjects for health exhibits, but 
the secret of success is not completeness, but selection. ‘There 
was also much discussion on “ What we want the people to know 
and what the people themselves want to know”. It was finally 
decided that the museum should concern itself “ with the presen- 
tation of scientific truth about the human body—and since the 
museum is to be a local undertaking only, it should deal with the 
human body in Cleveland”. Based on my experiences with the 
German Hygiene Museum, we introduced in 1940 an active pro- 
gramme in Family Life Education, and in 1946 expanded it into 
geriatrics under the title “ Live Longer and Like It”. 

The Cieveland Health Museum can be understood only if one 
accepts its guiding philosophy: the public is not primarily inter- 
ested in public health but in personal health. Our basic appeal 
is to individuals as members of a family. This organic living unit 
is more important than any organised group. We have nothing 
against group dynamics—but the dynamics of the primary group, 
the family, are more important to us. We do our main business 
of living as individuals ; with our own hopes and fears, with our 
own body and soul. Health and disease, life and death, are ex- 
tremely personal affairs. This is our vantage point. 
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Exhibits 


Our museum building is a remodelled old mansion of which 
two floors are set aside for exhibits. Human Biology and Nutri- 
tion exhibits, and a small science theatre where “‘ Juno’, the 
talking, transparent woman”, has her demonstration, are located 
on the main floor. As all hygiene is nothing more than applied 
biology, we feel that the basic fundamentals of the human body— 
with stress on growth and development of the total person and 
not on the function of isolated organisms—have to be properly 
displayed in order to reduce biological illiteracy. Current topics 
are taken care of by special exhibits of—usually —one month's 
duration. Their subject matter is of great variety, from “ Occu- 
pational Therapy” to “ Medical Stamps of the World”, from 
“ Races of Mankind ” to “ We the People—the 1950 Census’ 

Museums are places where science and art meet. “ To make 
health visible’ calls for the co-operation of designer, craftsman 
and educator. There are too few places in the world where 
visual material is created, tested, and made available for the prac- 
tical needs of health education. We aim for three-dimensional, 
animated exhibits, and, wherever possible, visitor participation. 
Our workshops have duplicated many of our exhibits for othe: 
museums and educational institutions in the United States, South 
America, New Zealand, Ceylon. We offer an “Internship” of 
from one to three months’ duration for those who are interested 
in our educational methods or the creation of exhibits, or—better 
yet—in both. Costwise, exhibits are on a par with other media 
of health education, if figured on the basis of how many people 
are reached. 

The Museum is the first public museum to display the famous 
Dickinson models on human reproduciion, of which we 
acquired the rights for duplication and distribution in 1945. ‘To- 
gether with films and discussion, they are the mainstay of out 
group instruction. We are proud to say that from the very be 
ginning all school systems, including the Catholic and Protestant 
schools, have taken advantage of our sex education material and 
do so increasingly. 

In addition to sex education, we took up the field of air pollu 
tion control, geriatrics, and are presently preparing a detailed 
exhibit on “ Alcoholism ’ ‘ 


School Health Education 


We try to maintain a good balance between our adult educa- 
tion programme and our school group education programme. 
After ten years of trial and error we formalised our school activi- 
tes into an Education Department, with a special curator in 
charge. ‘wo teachers from the public school system are assigned 
full time to the Museum to work with visiting school groups 
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The Education Department does in-service training with teacher 
parent classes, and designs travelling exhibits for use in the 
schools. We never try to get all of the children of a certain grade 
into the Museum, the initiative rests always with the teacher— 
who knows when a visit to the Museum fits best into the course of 
study. As we are fully booked for the spring term every year, a 
visit to the Museum takes on the character of a special reward for 
the children. 


All Around Activities 


A health museum uses all methods and media of health educa 
tion, not just the visual channels. We have a limited number of 
public lectures,.publish a Sunday health column, help in pro 
gramme planning, keep a Health Education Reference Library, 
supply publishers and writers with illustrated material. A typical 
week at the Cleveland Health Museum can best be demonstrated 
by the Health Museum Calendar as published every Sunday 
adjacent to our health column by the Cleveland Plain Dealer. 


Cleveland Plain Dealer THURSDAY. 


» 9.30 a.m., seventh 
Sunday, April 25, 1954 


graders, Shaker Junior High; 10 
Health Museum Calendat a.m., sophomores, Bay Village High ; 
Cleveland Health Museum 1 p.m., juniors and seniors, Struthers 

8gi1 Euclid Avenue High, Youngstown; 1.30 p.m., 


rO-DAY.—2.30 p.m., Blue Baby seventh graders, Rawlings Junior 
Heart Society of Cleveland; 3.15 High 
gh. 
p.m., guided tour ; 4 p.m., free film FRIDAY.—9.0 a.m., seventh grad 
programme. 7 eee c,. paling ete ef 
 -10-MORROW 0.90 — ers, Shaker Junior High ; 9.30 a.m., 
seals titaiiiaaes: Gheakien Tcl Hi. ,. fourth graders, ‘Taylor School, Cleve 
SCAT GENCE, CONES DNS SD land Heights ; 10 a.m., sixth graders, 
10 a.m., sixth graders, Brooklyn City Brooklyn City schools ; 1 p.m., health 
chools ; 1.30 p.m., biology class, cee : ir ae Be 
M ie ( cFeoe a © nies education class, University of Akron ; 
eae tii. de 1.30 p.m., sophomores, West High. 
University ; 1.30 p.m., seventh SA TORREY sn en «on Girl 
eae ode “ae ara ; AY. . a.m., , 
graders, Rawlings Junior High ; Gesek Seah ion oh eg arc 
1.30 p.m., junior girls, Brush High . May weaghy ee 
somal Sulit ” ©" Girl Scout Troup 133; 1 p.m., free 
* ; ; film programme for young people, 
PT UESDAY.—9.90 a.m., fifth grad * Mew Work Callies.” se-anlaete 
ers, Fernway School, Shaker Heights ; renaien fe enlan 2 
).45 a.m., sixth graders, John Muir : a. ae ws bP f 
School, Parma; 10.30 a.m., sixth SPECIAL EXHIBI 1S. Inside 
graders, Normandy School, Bay Vil the Laboratory, courtesy _of the 
lage ; 1.90 p.m., biology class, Mather Cleveland Society of Medical i echno 
College ; 1.30 p.m., seventh graders,  logists, Wednesday through Sunday ; 
Rawlings Junior High; 1.30 p.m., Your Heart,”” courtesy of the 
education class, Oberlin College. American Medical Association, 
WEDNESDAY.—9.30 a.m., seventh through May 10; “* Development of 
graders, Shaker Junior High; 10 he X-Ray, courtesy of the United 
im fourth and fifth graders States Armed Forces Institute of 
4 5 , = “6 - 
Robinson G. Jones School ; 10 a.m., Pathology, through Friday ; ** Juno, 
ieniors, Harvey High, Painesville ; re talking transparent woman, 
1.30 p.m., science club, Boardman emonstrates every hour on the 
High ; 1.30 p.m., seventh graders, hour 
Rawlings Junior High ; 8 p.m., Pre HOURS.—-Sundays, 2-5 ; weekdays, 
School Mothers, Browning P.-T.A., 9-5 ; Wednesday evenings, 7-10. Ad 
Willoughby. mission. free. 
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Health Education via Television 


When the Museum opened its doors in 1940, television was still 
in its experimental stages. To-day in North-eastern Ohio there 
are more TV sets than bath-tubs (some homes have TV sets in 
both living room and children’s play room). Every Sunday after- 
noon during the autumn and winter a 30-minute dramatised pro- 
gramme goes out over seven stations to an average of 600,000 
viewers. Forty-two different subjects have been presented, from 
‘Allergies’ to “ X-Rays”. Our studio continuously prepares 
new illustrative materials for each show, and p‘ctorial material 
collected over our 14 years of existence comes to very practical 
use on a scale nobody could foresee. Here again is proof that 
permanency of any health education project brings dividends 
which cannot be foreseen, just as the outcome of many years of 
research work cannot be predicted. 

TV is only a one-way street, but good educational procedure 
calls for a two-way communication. We offer free a “ digest” of 
our TV show, “ Prescription for Living ” to our viewers. A more 
or less permanent mailing list including nearly 4,000 teachers 
covers health organisations and business concerns. In addition, 
between 1,500 and 5,000 indiv'dual requests are received each 
week, thus giving us an indication what programmes have been 
favourably or unfavourably received by our audience. “ Prescrip 
tion for Living ”’ is completely underwritten by The Standard Oil 
Company of Ohio, and is conducted jointly with the Academy of 
Medicine of Cleveland.’ 


The Future of Health Museums 


We here at the Museum see future developments along three 
very special lines, one of which is the development of independent 
health museums, either a voluntary organisation (Dallas Health 
Museum, 1946) or as part of an official local or state health 
department, as is the very active museum in Hyderabad, India, 
under Dr. C. L. Ahluwalia. 

A second trend has developed in the U.S.A., that is, the 
corporation of permanent health exhibits into museums of science 
or museums of natural histery, as in Buffalo (N.Y.), Chicago 
(Illinois), or Lincoln (Nebraska). A simifar development has 
been advocated for the British Isles editorially by Swinton? and 

KF. Hackett.* 

A third trend—with its first example a reality since last autumn 

is the establishment of a health museum inside a hospital, as 
done by the Lankenau Hospital in Philadelphia. John Burton 
has stressed the need for better doctor-patient relationship,* and 
we know that one way to recondition doctors to their basic role 
as teachers is the person-to-person contact with the help of 
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demonstrative objective teaching through seeing, and not by 
talking alone, and—so often—“ talking down”. 

We have given our own philosophy regarding the social impli- 
cations of health museums at a previous occasion.* 


Evaluation 
It is very hard to evaluate one’s own work. We know that we 
are growing, as can be seen in Table I: 


TABLE I! 
Growth of Museum Activities 1940-1953 





| Budget ($ Membership | Staff Attendance | Group Visits 


1940 25,000 853 | 7 full/3 part | 
time 
| 16 full/6 part 60,616 


} : 
time 


1953 I 29,408 2,57 











Our visitors must have some good reasons for wanting to spend 
their time at the Museum. Detailed studies by individual interro- 
gation or through questionnaires have not yet been possible owing 
to lack of staff and funds. Our day-to-day contacts with school 
teachers confirm the old museum experience that the use of visual 
methods is one of the best time-saving devices, something not to 
be underestimated in an overcrowded curriculum. 

Health education needs a new type of workshop. We feel that 
the Cleveland Health Museum gives more possibilities for all 
types and forms of health education in a continuous form on a 
broad basis to reach more people for better health. 


1 Gebhard, Bruno, Health Education by Television, Journal of Association for 
Education by Radio- Television, Chicago, 1953, October, p. 21. 

2 Swinton, W. E., Fresh Fields, The Museums Journal, 51, 1952, p. 269. 

3 Hackett, C. F., Human Biology in Public Museums, The Museums Journal, 52, 
1953, p. 76. 

* European Conference on Health Education of the Public, W.H.0., 1953, p. 15. 

5 Gebhard, Bruno, Man in a Science Museum of the Future, Museum, 
U.N.E.S.C.O., II, 1949, p. 162. 
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Official 
Health 


THE WorK OF W.H.O., 1953. 
Records of the World 
Organisation No. 51. (Pp. x + 
190. Illustrated. Price 10s., $1.50. 
Available also in a French edition.) 


Further advances and achievements 
by the World Health Organisation in 
1953, despite the financial crises it had 
to face during the year, are described 
in the Annual Report of its Director 
General, Dr. Marcolino Candau. 

In his introduction to the Report, 
Dr. Candau says that these achieve 
ments reflect ‘‘ the increased efficiency 
the Organisation has gained, thanks to 
a better understanding of the various 
types of contribution it can make to 
the improvement of health and the 
attainment of greater prosperity ”’ 
The type of emergency assistance that 
characterised the earlier work of 
W.H.O. has steadily given place to 
balanced long-term programmes ; inte 
grated health projects are stimulating 
better advance planning by govern 
ments and encouraging countries where 
health services are still undeveloped to 
build them up on sound lines from 
the start. 

Ihe Director-General draws attcn 
tion to the close inter-relationship be 
tween health and social and economic 
development. He sees the role of 
W.H.O. in promoting world health as 
“only one part—-although admittedly 
a vital and central one—of the general 
framework of all national and inter 
national efforts to improve social and 
economic conditions throughout the 
world "’. 

He concludes his introduction with 
a tribute to his predecessor, the first 
Director-General, Dr. Brock Chisholm, 
who retired in July, 1953 

Ihe first part of the Report gives a 
general review, by subject, of the 
Organisation’s work, and sketches the 
broad lines of its future policy An 
early chapter deals with current work 
on communicable diseases which. stil 
present serious health and economic 
problems in many parts of the world, 
particularly in less developed areas. 
The measures adopted range from the 
mass campaigns against the trepon 
ematoses to the promotion of field 
trials and investigations on diseascs, 
such as poliomyelitis, influenza and 


brucellosis, of which too little is known 
to permit of large-scale treatment o1 
control. In these cases, internationally 
co-ordinated research can sometimes 
give quicker results than national work 
alone. 

An impressive number and _ variety 
of courses, seminars, lecture tours and 
demonstrations organised in all the six 
regions bear witness to the importance 
attached to the training of competent 
professional and auxiliary workers in 
all types of health work. Indeed the 
training of local staff is implicit in most 
W.H.O. field programmes. 

Regional technical conferences have 
given opportunities for the exchange 
of recent information and the discus 
sion of health problems of particulai 
interest to a given area : the African 
regional conference on nursing marked 
the first step towards the broad inte 
change of information on nursing 
problems on that continent ; nutrition 
was the subject of two regional confe1 
ences in Indonesia and Venezuela, and 
health education of the public of two 
others in Mexico City and London ; 
and the highly successful Asian malaria 
conference—the first of its kind—dis 
cussed the possible extension of local 
malaria control projects to the whole 
continent, 

Other chapters in the first part of 
the Report deal with achievements 
trends and developments in such sub 
jects as public-health services, educa 
tion and = training, tuberculosis re 
search, drugs and other therapeutic 
substances, epidemiological and health 
statistics. Noteworthy events included 
the First World Conference on Medical 
Education organised by the World 
Medical Association with the help of 
W.H.O., and the Conference of 
National Committees on Vital and 
Health Statistics which has greatly ad 
vanced W:H.O.'s efforts to improve 
siatistics and unify their presentation. 
The application of the new Inte 
national Sanitary Regulations went for 
ward satisfactorily and no_ serious 
problems or disputes arose. 

The second part of the Report deals 
with the wide range of activities in 
each of the six regions: Africa, the 
Americas, South-East Asia, Europe, 
Eastern Mediterranean and the 
Western — Pacific Typical projects 
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the beauty of it is... 


that the Milton Feeding Bottle Routine is so simple. 
Whether a mother is busy, overworked —or let’s face it 
just careless, she can still—with Milton—keep baby’s 
bottle free from germs with very little trouble. 


*¢ One of the greatest advances has been the use of Milton 
in the sterilisation of the feeding bottles and teats. In those 
hospitals which have adopted the Milton technique, Gastro 
Enteritis has entirely disappeared. No more broken and 
cracked bottles from steam sterilisation. What a simple, yet 
absolutely efficient method.?? 

Extract from opening address at the Professional 


Nurses and Midwives Conference and Exhibition 
on Monday 17th October 1949 


Milton 


For full particulars write to the 
Chief Bacteriologist, Milton Antiseptic Ltd 
John Milton House, London N7 
A film strip on ‘Care of Babies Feeding Bottles and Teats’ is now available 





158 








are described in detail and the specia! 
needs and problems of each region 
examined. 

Ihe practical application of the 
wide range of activities undertaken 
throughout the world by W.H.O., 
often in co-operation with other agen 
cies, is amply shown in the detailed list 
of some 350 projects which concludes 
the Report. 

Sixteen pages of photographs vividly 
portray both the clinical and the 
human side of W.H.O.’s work in many 
lands. Finally, there are a number 
of annexes containing statistical and 
tabular information required by the 
official bodies—-the World Health 
Assembly and the United Nations 
Economic and Social Council—that are 
to scrutinise the Report 


ANALYSIS OF 
R. W. 
London, 


21S.) 


‘THE AN OBSESSIONAL, by 
Pickford. (Hogarth Press, 


1954. Pp. 234. Price 


I'his book, by a (self-styled) ‘‘sceptical 
scientist,”’ sets out to describe the theory 
and practice of psycho-analysis and to 
relate them meaningfully to each other 
The author is both a sincere and know- 
ledgeable lay analyst and an academi 
psychologist of some distinction and 
holds to the view that this vocational 
combination is not necessarily incom- 
patible He is prepared to include 
psycho-analysis among the sciences and 
makes out a good case for the conferment 
of such respectability. 

The treatment is largely along the 
lines of dream analysis. The interpreta- 
tions, even to the converted, seem to 
stretch to the full the ‘logic of the uncon- 
scious,” and to be used Procrustean-wise 
in a facile, arbitrary, and mechanical 
way. This may be an effect of compress- 
ing material for publication The 
Oedipal interpretations are fairly ortho- 
dox, but the pre-genital ones reflect a 
particular controversial orientation. 
Claims are made that appear unscientific 
in the light of our present knowledge ; 
for example, that the patient, but for 
analysis, might have developed a duo- 
denal ulcer. One’s doubts are not 
allayed by the time considerations. Dr. 
Pickford gets down to the oral level of an 
eight-month infant in 80 sessions spread 


over 18 months, and presumably at 
weekly intervals. This certainly suggests 
a hot pace through the layers of the 
unconscious. For the average obsessional 
although his patient is not clearly so 
in a psychiatric sense) 800 sessions would 
be nearer the mark. The 250 dreams 
interpreted in 80 sessions makes 3 per 
session—a very crowded hour. 

Although the book will not convince 
his sceptical colleagues, I am sure it 
will be widely read for its literary quali- 
ties and its exotic sub-titles. His 
enthusiasm for the analytic situation, ‘‘so 
extraordinarily illuminating and helpful 
that few people who have not been 
analysed have the least conception of its 
nature and value,’ may bring a flood of 
candidates to the analytic couch, but 
not his sceptical colleagues. His patient 
gets better, but the psychiatric proof of 
the therapeutic pudding is not only in 
the eating, digesting, and surviving. 
The patient will often get well in spite 
of anything the therapist might do. 


BE. j 


ANTHONY 


FILMS IN PSYCHIATRY, PSYCHOLOGY AND 
MeNtTAL Heattu, by Adolf Nich 
tenhauser, Marie L.. Coleman and 
David S. Ruhe. (Health Educa 
tion Council, 10 Downing Street, 
New York, 14. 1953. Pp. 269 
Price $6.) 


rhis book is the product of «a piece 


of research work on film reviewing 
begun in 1950 under a grant from the 
Division of Mental Sciences of the 
Rockefeller Foyindation In addition 
to the critical comprehensive reviews of 
51 representative films in psychiatry, 
psychology and mental health, there 
are discussions on techniques of film 
reviewing and of film use, and a 
chapter on how content and presenta 
tion influence cach other ; ip an appen 
dix there are a cataiogue of 50 addi 
tional films and a suggested audience 
guide to a selection of the films. The 
whole is prefaced by an _ eight-page 
illustrated gallery of dramatic scenes 
from the films. 

Each review opens with a résumé of 
content and appraisal of the film, and 
a list of suitable audiences, followed by 
production and distribution data ; the 
body of the review consists of a de 
tailed description of the contents, and 
an appraisal which assesses the content 
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the presentation and effectiveness of 
the film This information, amount 
ing to about 1,800 words, probably pro- 
vides as clear an idea of the film as 
words can give. [he method adopted 
in preparing the reviews was laborious 
and cautious in the extreme, each film 
being handled by a_ reviewer who 
studied it, prepared the description of 
content and wrote the appraisal which 
is based on personal observations, tape 
recordings of discussions and reports of 
panels of experts and of individuals. 
In the final result the authors not 
only seek to give detailed descriptive 
material but also to “ give insight into 
the relationship between scientific con 
tent and motion picture presentation 
that comprises the effectiveness of 
medical film communication ’’. Of 
the 51 films dealt with in this detailed 
way, 26 are available in this country, 
and references are to be found in the 
Catalogue of Films on Psychology pub 
lished by the Scientific Film Associa 


FILMSTRIP 


THe Domestic HELP Service (36 frames. 
Black and white. Notes. Produced 
by E. Grundy, A. Mercer and J. 
Robbins. Distributed by Dr. E. 
Grundy, 25, St. Margaret’s Road, 
Ruislip, Middx. Price 15s.) 

This strip is divided into three parts, 
the first part showing the type of care 
for which domestic help is suitable, the 
second the different ways in which cases 
are made known to the service— 
through social workers in _ hospitals, 
general practitioners, district nurses, 
health visitors and welfare officers ; 
and the third part shows the duties of 
home helps and the kind of training which 


tion in 1953. ‘The American publica- 
tion is far more detailed and is most 
valuable, but, as the authors confess, 
the method used is time-consuming 
and expensive ; it would be extremely 
difficult to work through even the 110 
psychology films at present available 
in this country, in the perfectionist 
way advocated here. Possibly, it would 
not be worth while either, for the 
teacher or discussion leader must, in 
any case, screen the film himself before 
using it. Nevertheless, a study of the 
book is most rewarding since the dis 
cussion is at a _ high level, and 
thoroughly well informed and _ serious 
persons have given careful thought to 
the analysis of the films. From the 
appraisals and the chapters on film 
utilisation emerge an understanding of 
the potentialities of films and of the 
problems common to all social scienc: 
teaching films. 


HFLEN COPPEN 


is necessary. The third part demon- 
strates the role of the home help as a 
public health worker and _ suitable 
emphasis is placed on nutrition, shop- 
ping, and the handling of nervous 
children. The photography is good and 
the various scenes well chosen. 

This strip is recommended for adult 
audiences in the following categories : 
student health visitors, social science 
students, trainee home helps, and such 
of the general public as are interested in 
the subject. 


A. J. DAaLzELL-Warp. 








“OFFICIALLY FOREOAST 


Each Sot consisting of one strip and. 
anailable to ‘subscribers at 955. 

unk ‘or pari of wetk ; and to er 
purchase, 18, hie er oa or ark 
ont pene: ‘extra. 
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